Health professionals’ perceptions of the curative factors needed in the treatment of sexual offenders by Procter, Jenna-Lee
Running head: HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT
UNIVERSITY OF THE WESTERN CAPE
Faculty of Community and Health Sciences
Title: Health Professionals’ Perceptions of the Curative Factors Needed in the Treatment of
Sexual Offenders
Student Name: Jenna-Lee Procter
Student Number: 3370780
Type of Thesis: Mini-Thesis (Manuscript/ Article Format)
Degree: M.Psych (Clinical Psychology)
Department: Psychology
Supervisor: Dr. Mario Smith
Co-Supervisor: Ms. Erica Munnik
Date: 25 February 2015
10 Keywords: sexual offenders, sexual offences, rape, treatment, intervention, clinical
reasoning, curative factors, South Africa, health professions, corrective justice
 
 
 
 
HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT 2
Table of Contents
List of Tables.........................................................................................................................................4
List of Appendices.................................................................................................................................6
Plagiarism Declaration...........................................................................................................................7
Abstract.................................................................................................................................................8
Acknowledgements................................................................................................................................9
Introduction.........................................................................................................................................10
Literature Review................................................................................................................................14
Rape and other Sexual Offences: Definition, Prevalence & Aetiology............................................14
Retributive and Corrective Justice...................................................................................................18
Sexual Offenders in South Africa....................................................................................................22
Sexual Offender Research...............................................................................................................24
Summary.........................................................................................................................................26
Methodology........................................................................................................................................27
Research Design..............................................................................................................................27
Research Setting..............................................................................................................................27
Participants......................................................................................................................................28
Sample.............................................................................................................................................28
Data Collection................................................................................................................................29
Data Analysis..................................................................................................................................30
Trustworthiness of the Data.............................................................................................................31
Reflexivity...........................................................................................................................................31
Ethical Considerations.........................................................................................................................33
 
 
 
 
HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT 3
Results and Discussion........................................................................................................................33
Demographic Profile of Participants................................................................................................33
Thematic Analysis...........................................................................................................................34
Theme 1: Pathways to working with sexual offenders.....................................................................35
Theme 2: Conceptualization of Treatment.......................................................................................40
Theme 3: Treatment Setting............................................................................................................43
Theme 4: The Curative Factors in the Treatment of Sexual Offenders............................................45
Theme 5: Barriers to Treatment.......................................................................................................57
Theme 6: Theoretical Frameworks..................................................................................................67
Conclusion...........................................................................................................................................72
Recommendations................................................................................................................................74
Limitations of the Study..................................................................................................................75
Significance of the Study.................................................................................................................75
References...........................................................................................................................................76
Appendix A.........................................................................................................................................84
Appendix B..........................................................................................................................................85
Appendix C..........................................................................................................................................87
 
 
 
 
HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT 4
List of Tables
Table 1 Demographic Profile of Participants 34
Table 2 Themes and Sub-Themes Identified in the Analysis of the Data 35
Table 3 Theme 1: Pathways to Working with Sexual Offenders, Themes and Sub-themes 36
Table 4 Theme 1.1: Started Working with Survivors of Rape 37
Table 5 Theme 1.2: Worked in Correctional Services 39
Table 6 Theme 1.3: Ending in Private Practice 39
Table 7 Theme 2: The Conceptualization of Treatment 40
Table 8 Theme 2.1: No ‘Cure’ 41
Table 9 Theme 2.2: Treatment is Viable 42
Table 10 Theme 2.3: Sexual Offending Parallels Addiction 43
Table 11 Theme 3: Treatment Setting 44
Table 12 Theme 4: Curative Factors, Themes and Sub-Themes 46
Table 13 Theme 4.1: Assessment Driven and Tailor-made Interventions 47
Table 14 Theme 4.2: Mentoring and Supervision 49
Table 15 Theme 4.3: Admission and Responsibility 51
Table 16 Theme 4.4: Psycho-Education and Skills Building 52
Table 17 Theme 4.5: Strong Therapeutic Relationship 55
Table 18 Theme 4.6: Intervention for Own Victimization 57
Table 19 Theme 5: Barriers to Treatment, Themes and Sub-Themes 58
 
 
 
 
HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT 5
Table 20 Theme 5.1: Conditions in Prison 59
Table 21 Theme 5.2: Ethical Obligations 61
Table 22 Theme 5.3: Professional’s Attitudes 62
Table 23 Theme 5.4: Sexual Offender’s Attitudes 63
Table 24 Theme 5.5: Treatment Providers 65
Table 25 Theme 5.6: The South African Context 66
Table 26 Theme 6: Theoretical Frameworks, Themes and Sub-themes 68
Table 27 Theme 6.1: Integrated and Eclectic Approach 69
Table 28 Theme 6.2: Evidence-based Programs 69
Table 29 Theme 6.3: Specific Modalities Used in the Treatment of Sexual Offenders 71
 
 
 
 
HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT 6
List of Appendices
Appendix A: Ethical Clearance Certificate 84
Appendix B: Information Sheet 85
Appendix C: Letter of Consent 87
 
 
 
 
HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT 7
Plagiarism Declaration
1. I hereby declare that I know what plagiarism entails, namely to use another’s work and to
present it as my own without attributing the sources in the correct way.
2. I know that plagiarism is a punishable offence because it constitutes theft.
3. I understand the plagiarism policy of the University of the Western Cape.
4. I know what the consequences will be if I commit plagiarism.
5. I declare therefore that all work presented is my own, and where I have made use of another’s
work, I have attributed the source in the correct way. 
---------------------------------     ---------------------------------     
Signature Date
 
 
 
 
HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT 8
Abstract
The high statistics of rape in South Africa and the increasing percentage of sexual offenders
in correctional services beseech urgent intervention with this population. Very little is known
about the clinical reasoning that informs the planning of treatments for sexual offenders by
the health professionals that work with them. In particular, research is needed on what health
professionals perceive to be the curative factors in the treatment of sexual offenders. This
study explores and describes health professionals’ views on the treatment of sexual offenders.
The research is qualitative and exploratory in nature. The sample size consisted of seven
health professionals including five social workers and two clinical psychologists who work or
have worked specifically with sexual crimes. Permission to conduct the study was obtained
from the Senate Research Committee of UWC (Ethics Clearance and Project Registration
Number: 13/4/20) and all principles of ethics e.g. voluntary participation, confidentiality,
anonymity and informed consent, were upheld.  Data was collected through in-depth
individual interviews. Interviews were transcribed and analysed by two researchers using
thematic analysis. Data collection and analysis took place in parallel until saturation was
reached. Trustworthiness of the findings was achieved through inter-rater comparison,
respondent validation, debriefing and reflexivity.  Findings revealed that sexual offender
treatment needs to account for the heterogeneity of the population and that treatment
providers need to be open and flexible. Treating clinicians must also be prepared to draw on a
range of theories to meet the unique needs of each offender. Several curative factors were
identified by the participants, including comprehensive assessment, mentoring and
supervision on multiple levels, admission of guilt by the sexual offenders, psycho-education
and skills training, strong therapeutic alliance, as well as intervention for sexual offender's
past / own victimization.
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Introduction
Health Professionals’ Perceptions of the Curative Factors Needed in the Treatment of
Sexual Offenders
Sexual violence in South Africa has reached inconceivable proportions when
considering research findings, statistics and the frequency of media reports of sexual offences
(Kambula, 2013). Of particular concern are sexual offences against vulnerable children
(Loggenberg, 2014), the elderly (Knysna-Plett Herald, 2014), lesbian, gay, bisexual,
transgender and inter-sex (LGBTI) persons (Carter, 2013) and persons with disabilities
(Smith, 2012). Sexual violence in South Africa is not an isolated, elementary problem which
can easily be explained (Ghatotakis, 2010). During apartheid, the population interacted in a
violent and highly militarised context to enforce segregationist policies - as well as to resist
them. Contemporary issues such as poverty, poor infrastructure, insufficient resources,
gender-inequality, unemployment, substance use, crime and gangsterism need to be seen in
the historical context of wide-spread and institutionalised dehumanisation. This has
fundamentally affected South African society, its institutions and culture. (Rape Crisis,
2014). Sexual violence in present-day South Africa is therefore fuelled by justificatory
narratives rooted in Apartheid practices that legitimised violence in political, social, informal
and domestic spaces. Thus, in post-apartheid South Africa, sexual violence has escalated,
with a vast amount of research indicating that sexual violence rates are higher than in any
other country not at war or embroiled in civil conflict (Moffett, 2009).
In the 2012/2013 financial year, 66,387 sexual offences were reported to the South
African Police Services (SAPS, 2013; Department of Police, 2013). Statistics on sexual
crimes must be interpreted with caution as the incidence of sexual crimes is likely to be
under-estimation (Earl-Taylor, 2002). It has been reported that one in twelve South African
women were raped in 2009, but only one in thirteen of women raped by a non-partner
reported it and only one in twenty-five reported rape by a partner (IRIN, 2013). Earl-Taylor
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(2002) stated that only one in every thirty-five women who have been raped report it,
compared to the Medical Research Council of South Africa (MRC) report that one in every
four South African men stated that they had raped a woman; half of these admitted to
multiple attacks (Jewkes, Sikweyiya, Morrel & Dunkle, 2009). Thus sexual offenses are
characterized by low reporting rates.
The National Prosecuting Authority (NPA) and Department of Justice and
Constitutional Development cite ‘impressive’ conviction rates of 65.1 percent for sexual
offences. However, seen against the low reporting rates, this is far from optimal or reflective
of reality. The NPA have been criticized for only prosecuting the cases it is likely to win in
order to reject criticisms of its performance (Rademeyer, 2013). Figures released in March
2013 by the Executive Council for Community Safety showed that of the 2204 rapes that
were reported during the third quarter of the 2012/2013 financial year in the Gauteng
Province, only 7.35 percent lead to successful conviction (Mazibuko, 2013). It is therefore of
no surprise that report rates have declined by 10.9 percent from 2004/5 to 2012/2013
ostensibly as the public is losing faith in the South African justice system (South African
Police Services, 2013; Rape Crisis, 2014; IRIN, 2013).
Statistics indicated that the proportion of offenders incarcerated for sexual offences
has continually increased in the past two decades (Sloth-Nielsen, 2007; Department of
Correctional Services, 2008a). This is illustrated in the 7.9 percent increment in the
proportion of sexual offenders in prison for the period from 1995 to 2005 (Department of
Correctional Services, 2012). In 2012, the proportion of sentenced sexual offenders was 16.3
percent and in 2013 it is estimated at 18.7 percent, although official statistics are yet to be
released (Moolman, 2013; Ndebele, 2014). At present, there are no comparable recidivism
rates of sexual offenders in South Africa, however, they are thought to be high (Moolman,
2013). Correctional Services records suggest that sexual offenders are about 50 percent less
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likely to reoffend than other offenders (Sloth-Nielsen, 2007). Lower recidivism rates of
sexual offenders compared with other criminal offenders must be interpreted with great
caution given the nature of the crime and low reporting rates (Earl-Taylor, 2002). The
excessively low reporting and conviction rates imply that there exist a limited number of
opportunities for intervention with sexual offenders.
Intervention with sexual offenders have been informed by two core approaches
namely, retributive and corrective justice. Retributive justice is based on perceptions that
sexual offenders cannot be rehabilitated. For example, Lindow (2010) found that many of the
men, who reported that they have committed rape at least once, lacked insight in that they did
not think that there was anything wrong with their behaviour. This does not bode well for the
outcome of rehabilitation or will require the focus of psychosocial treatment to specifically
address this aspect.
Corrective justice considers the action or behaviour of sexual offenders to be
amendable and therefore intervention can be offered with effect (Bourke, 2007). This effect is
brought about by curative factors identified and included in the program content. In other
words, greater care has been taken to provide a theoretical and/or empirical underpinning for
psychosocial treatments of sexual offenders.  As a result the interventions for sexual
offenders have improved greatly over the past few decades (Horley, 2006).
In the 1930s and 1940s South Africa adopted the British view that rehabilitation was a
more effective strategy than punishment when dealing with sexual offenders, particularly for
adolescent sex offenders (Fourchard, 2011).  Furthermore, in 2005 a cabinet-approved White
Paper on Corrections was published to guide the Department of Correctional Services in
becoming an offender rehabilitation-centred institution (Cilliers & Smit, 2007). “This White
Paper aims to strike the balance between aligning the Department with international trends in
correctional services and ensuring that the reality of the South African correctional system
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and South African society is taken into account” (Department of Correctional Services,
2005).
The White Paper requires that strategies aimed at the rehabilitation of offenders must
be attuned to their needs: their personal backgrounds and offences committed (Parliamentary
Monitoring Group, 2010). Several programs targeting offending behaviour are being offered
at correctional services, including the Preparatory Program for Sexual Offenders, which is
either run by correctional services staff (Correctional Intervention Officials), offenders as
peer-educators and/or external service providers (Department of Correctional Services,
2008b). Correction of behaviour includes partnerships with other government departments,
non-governmental organisations (NGOs) and external service providers – some of whom are
professionals: health care providers, psychologists and social workers (Parliamentary
Monitoring Group, 2010). Offenders are assessed and, if needed, referred to external service
providers by correctional services. Otherwise, offenders may choose to participate in external
psychological therapy at their own costs (Parliamentary Monitoring Group, 2010).
In 2012, 68 percent of rehabilitation strategies for offenders whom were either
sentenced to correctional supervision, incarceration or paroled were presented by external
service providers (Department of Correctional Services, 2012); however there has been no
systematic evaluation of the content, theory and efficacy of interventions. Thus there is a
need for examining the clinical reasoning that informs the rehabilitation interventions offered
by external providers.
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Literature Review
Rape and other Sexual Offences: Definition, Prevalence & Aetiology
The Sexual Offences Act states that a sexual offence includes any act of rape,
compelled rape, sexual assault, compelled sexual assault, self-sexual assault, bestiality,
incest, sexual acts with a corpse and exposing or compelling a person younger than 16 years
to sexual acts, pornography or sexual services as specified in the Criminal Law (Sexual
Offences and Related Matters) Amendment Act of 2007 (Republic of South Africa, 2007;
Sloth-Nielsen, 2007). A sexual offender includes a man or woman who is incarcerated for
charges of any of these sexual offences (Sloth-Nielsen, 2007). The sexual offender population
is a heterogeneous group ranging from people who have confined themselves to downloaded
abuse images or child pornography from the internet to exhibitionists to individuals who have
carried out contact sexual offences against infants, children and/ or adults individually or as
part of a group, to those who have murdered as part of a rape (Beech, Craig & Browne, 2009;
Marshall, 1996).
The historical and state definition of rape has changed explicitly to become a more
encompassing term. Prior to the passing of the Sexual Offences Act of 2007, rape was
defined as non-consensual ‘penile penetration’ of a woman by a man, whereas now any form
of non-consensual ‘sexual penetration,’ regardless of gender is considered rape (Republic of
South Africa, 1997; Republic of South Africa, 2007).
The Sexual Offences Act of 2007 defines rape as sexual penetration of the sexual
organs, the anus and the mouth. As defined by the Act, "sexual penetration" includes any act
which causes penetration to any extent whatsoever by-
- the genital organs of one person into or beyond the genital organs, anus, or mouth of
another person;
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- any other part of the body of one person or, any object, including any part of the body
of an animal, into or beyond the genital organs or anus of another person; or
- The genital organs of an animal, into or beyond the mouth of another person. 
(Republic of South Africa, 2007)
The law states that if a woman or a man does not consent to sex, it is considered rape.
This also applies to having sex with a child, someone who is unconscious and people with
intellectual disabilities. A child here refers to anyone below the age of 16. Children under the
age of 12 are considered by law incapable of consenting, so a sexual act with a child under
that age is automatically considered a crime, and if sexual penetration occurred, rape.
Children between the ages of 12 and 16 are considered capable of consenting but not mature
enough to consent, so any act of sexual penetration at this age constitutes statutory rape. The
law does however make allowances for consensual sexual activity between two children,
both between the ages of 14 and 16; whether both, one or neither of the children are charged
with statutory rape depends on the residing magistrate and/or state prosecutor (Rape Outcry,
2011; Republic of South Africa, 2007; Shukumisa, 2014).
An increase of 2.8 percent was noted in the number of rapes (66,387) that were
reported to the South African Police Services in the 2012/13 year from the 2011/2012 period.
Studies conducted by the MRC have shown that the perpetration of rape in South Africa is
still remarkably high (Institute for Security Studies, 2012). At the Gender Equity Conference
in 2004 it was stated that 80 children are sexually abused every day in South Africa (Mathe,
2007). Since the Sexual Offences Act was passed in December 2007, it makes it impossible
to compare annual statistics due to the change in definition (Institute for Security Studies,
2012; South African Police Services, 2012).
There are many theories that attempt to explain the perpetration of rape; these can be
categorized into feminist, evolutionary, social learning, neuro-hormonal amongst others
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(Ellis, 1989). Some of these theories are mutually exclusive, others complimentary. A
common myth held by law enforcement and the general public is that rape is primarily a
sexual act with emphasis being placed on the victim’s behaviour and dress (Cohen &
McKenna, 1981). However, studies by psychologists and sociologists on the psychology of
rape and rapists have shown that rape is a crime of violence, fear and humiliation (Cohen &
McKenna, 1981; Ellis, 1989; Hanson & Mourton-Bourgon, 2005; Von Meck, 2011). Sexual
desire is less of a motivation for raping than violent aggression (Bourke, 2007; Cohen &
McKenna, 1981). The primary motives for committing rape reportedly are anger, hatred and a
need for power, control and a sense of entitlement to the bodies of others (e.g., women’s
bodies); that when a person feels powerless in his or her own life, exerting control over
another is a way of feeling powerful again (Bourke, 2007; Von Meck, 2011).
Bourke (2007) reiterated that sexual aggression is not innate to male biology or
evolutionary inheritance as it varies greatly over geographical space and historical time.
Instead, social-learning and feminist theories which expose the innumerable ways in which
environmental stressors and ideological structures produce men who abuse others sexually.
Cultural influences inscribe in men an aggressive, violent impression of masculinity that is
used as justifications for sexual violence (Bourke, 2007). For example, homophobic and
sexist attitudes still prevalent in South Africa promote the ever-increasing rate of so-called
“corrective” rapes1 through which men try to ‘correct’ or ‘cure’ lesbian or bisexual women of
homosexuality (Phamodi, 2011). Peggy Reeves Sanday’s research on rape-free societies
discussed in Bourke (2007), reveal that ideologies supporting rape are not present in these
1
  The researcher contends the commonly-held term “corrective rape” and
prefers to use “homophobic rape”
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cultures; instead are characterized by sexual equality, high levels of female economic power
and peacefulness (Bourke, 2007).
Similarly clinical psychologist, Lane Benjamin in Von Meck (2011), explains that in
South Africa, youth "growing up in an environment of fear and danger is creating a
generation of young people whose whole lives are shaped by threat… The children live in a
systematically violent environment and grow up exposed to abuse in the home and violence
in the streets" (Von Meck, 2011, p.41). These children exposed to violence are likely to
perpetrate acts of violence as they have progressively been socialized to perceive aggression
and sexual control as a viable way to assert themselves (Mathe, 2007). Benjamin explains
that there has been a shift in the ability to process the impact of violence and instead
dissociate from traumatic events as an adaptive coping mechanism for South African youth.
The result is that children are disconnecting from their own memories, emotions and the
people around them which reduce their capacity to feel empathy (Von Meck, 2011). Empathy
is defined as the capacity to understand and share in another’s emotions and to experience
something from the other’s perspective. It involves a process of internalizing other’s actions,
intentions and emotions (Colman, 2009). Inflicting pain and harm onto the other implies that
the person has a limited capacity to empathise or that they have dissociated from their own
emotional experience (Von Meck, 2011; Ballester & Pierre, 1995).The Committee for
Children states that “empathy is the key ingredient in developing pro-social behaviours and
interpersonal problem-solving skills. Children may learn a problem-solving model in which
they make decisions that only benefit themselves if they grow up without the ability to
perceive, predict, and identify with another’s feelings;” (Ballester & Pierre, 1995, p140). To
substantiate this statement, Beech et al., (2009) contend that sexual offenders with
particularly deviant sexual interests and an antisocial orientation demonstrate problematic
self-regulatory skills including high levels of impulsivity and poor problem-solving skills. In
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practice, all of these theories translate into curative factors that can inform the treatment of
sexual offenders.
Retributive and Corrective Justice
The treatment of sexual offenders has engendered much debate, especially with
regards to perceived outcomes or rehabilitation (Beech et al., 2009; Bourke, 2007; Fourchard,
2011; Horley, 2006; Martinson, 1974; Moolman, 2013). As mentioned before, two core
schools of thought have emerged namely retributive and corrective justice.
Retributive justice is based on perceptions that sexual offenders cannot be
rehabilitated (Bourke, 2007; Martinson, 1974). In the early seventies, any form of treatment
for offenders of various violent crimes was thought to not have any impact at all (Martinson,
1974). This encouraged a retributive, or punitive, approach of dealing with offenders that
emphasized punishment for crimes committed. However, research has shown that
imprisonment is only one aspect of the management of sexual offenders and does not
necessarily lead to rehabilitation or a reduction in the likelihood of reoffending (Moolman,
2013).
Corrective justice, on the other hand, focuses on the rehabilitation of sexually
aggressive behaviours (Bourke, 2007; Fourchard, 2011; Horley, 2006). Studies have shown
that the most successful forms of treatment for sexual offenders are those that give attention
to the individual needs of each offender (Keeling, Rose & Beech, 2007). For example, a
serial molester of young girls was mandated as part of his parole to individual psychotherapy
during which his sexual urges gradually disappeared and he began to show genuine remorse
for the children he abused sexually. He wished that other paedophiles would also seek help as
“it’s something there’s treatment for, that it can be cured,” (Bourke, 2007, p205).
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Treatment modalities that have been used with sexual offenders include what Bourke
(2007) refers to as invasive and interior therapies. Invasive therapies are founded on
biological and evolutionary theories which imply that the ‘problem’ is with the ‘male body’,
and therefore treatment includes surgical castration, sterilization, neuro-surgery and chemical
castration (the prescription of hormonal agents), which is still considered an important
method for the management of sexual impulses in perpetrators of rape. Interior therapies
include psychiatry, psychotherapy and psychoanalysis, group therapy, hypnosis and family
therapy (Bourke, 2007). Other treatment modalities include behaviour modification and
cognitive-behavioural therapies which consider sexual aggression to be a result of social
conditioning and cognitive distortions (Bourke, 2007, Laws & Marshall, 2003). The cognitive
behavioural approach has been considered the most widely used method in challenging the
cognitive distortions of sexual offenders. A study conducted at the Westville Medium B
Prison (Durban, South Africa) evaluated the impact a cognitive behavioural treatment
program had on adolescent sexual offenders’ observed and expressed beliefs, experiences,
myths, thinking, perceptions, rationalization, minimization and externalization of their
behaviours. The study concluded that the overall response to the program was positive: the
offenders developed insight, acceptance of responsibility and accountability for their actions,
motivation to not offend again and the necessary skills to avoid reoffending (Mathe, 2007).
A systematic review by Elkonin and Procter (2009) aimed at exploring and describing
the use of art therapy with treating sexual offenders, found that sexual offenders need
interventions that include the following as curative factors: communicating thoughts and
feelings (Ballester & Pierre, 1995; Kikuchi, 1995), learning social skills such as conflict
resolution and anger management (Adams, 2003; Franey, Viglione, Wayson, Clipson, &
Brager, 2004; Walker, McGovern, Poey, & Otis 2004), increasing empathy skills (Baim,
Allam, Eames, Dunford & Hunt, 1999; Ballester & Pierre, 1995; Cantwell, 1995; Walker et
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al,. 2004; Whealin, 2009), managing anxiety (Apsche, Evile, & Murphy, 2004; Dutton, 1995;
Friedrich, 1995), treating and understanding depression (Apsche et al., 2004; Franey et al.,
2004), dealing with their own experiences of abuse and trauma and how they have
subsequently acted out of this (Adams, 2003; Kikuchi, 1995; Knight & Sims-Knight, 2004;
Travis, 1998; University of Washington, 2008), forgiving self and others (Franey et al., 2004)
and identifying and avoiding triggers that lead to perpetrating behaviour (Franey et al.,  2004;
Walker et al,. 2004).
The behavior and attitudes of therapists are of utmost importance in the treatment of
sexual offenders. For example, Marshall (2005) found that the most important predictors of
successful outcomes included the following therapist characteristics: the expression of
empathy, a warm manner, use of verbal reward and directness. A confrontational style, or
challenging the sexual offender harshly, was negatively associated with the achievement of
goals (Marshall, 2005; Marshall, 1996).
Collins and Nee’s (2010) study on therapists’ perspectives of factors that influence the
process of change in sexual offenders identified a range of variables. The study found that
therapists believed that sexual offenders cannot be ‘cured’ and that their sexual urges need to
be managed as part of treatment. Barriers to treatment included therapists’ depersonalizing
and stereotyping of offenders, the prison environment and other systemic factors. Some of the
facilitators of treatment mentioned were therapists’ training, expertise and professional
supervision; accounting for the heterogeneity of the sexual offender population and skillful
use of group therapy. Divergent views were offered on the use of social control, constraint,
coercion and challenging offender’s cognitive distortions. Some therapists thought this may
negatively influence the therapeutic alliance, while others thought this was important for
offenders to acknowledge their behaviour (Collins & Nee, 2010).
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Essential to treatment is assessment to assist clinicians and other role-players with the
direction of the intervention process (Andrews & Bonta, 2007). Assessment is an ongoing
process, but usually occurs at two points: prior to sentencing to inform decisions regarding
where the offender should be placed (i.e. family and community-based or institutionalized)
and prior to release (Omar & Patel, 2013). A crucial component that influences all aspects of
the management of sexual offenders is that of risk assessment. Two types of risk factors are
measured: static and dynamic risk factors. Static risk factors are unchangeable aspects in the
offender’s history which are related to recidivism, while dynamic risk factors are amenable to
change and add an important dimension to the accuracy of risk assessment (Beech et al.,
2007). The Structured Risk Assessment (SRA) has been used to evaluate the dynamic risk
factors underlying offending, these include sexual interests, distorted attitudes, social and
emotional functioning and self-management (Beech et al. 2009).
In South Africa, standardized psychological assessments used at the Teddy Bear
Clinic in Johannesburg, include The Modified Abel and Becker Cognition Scale (measures
the cognitive distortions regarding the sexual abuse of children) (Keeling et al., 2006),
Attitudes Towards Women (Spence & Helmreich, 1972), Burt Rape Myth Acceptance Scale
(Burt, 1980), Victim Empathy Form and for children, O’Brian and Bera’s (1986) Typology of
Child Sexual Offenders (Omar & Patel, 2013). One of the more widely used and proven
reliable and valid measure of psychosexual functioning is the Multiphasic Sex Inventory
(MSI, Nichols & Molinder, 1984). The Minnesota Multiphasic Personality Inventory-2
(MMPI-2, Butcher, Dahlstrom & Graham, 1989) has also proven useful with sexual offenders
in assessing their level of deviance: it has been found that child offenders with High
Deviancy scores require twice as many hours of treatment than those with Low Deviancy
scores for treatment to be effective (Beech et al., 2009).
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Ongoing supervision and training is essential during and post treatment as many
offenders have been identified to have poor self-regulatory skills characterized by an inability
to self-monitor and inhibit impulsive, reckless and rule-breaking decisions which is
associated with high rates of recidivism. This prompted interest in relapse prevention models
as an approach to reinforce treatment so that progress made during treatment can be
maintained long after. Emphasis is therefore placed on self-regulation: the sexual offender is
required to be familiar with the chain of events that led up to the offense, as well as acquire
and employ coping skills necessary for an adaptive coping response (Beech et al., 2009).
Since the 1930s, sexual offenders were legally regarded as having a ‘right’ to
treatment – and surveys done in the United States and United Kingdom, showed that the
majority of the public agreed (Bourke, 2007). Despite this shift in favour of treatment over
punishment, opposition to the psychiatric and psychotherapeutic model remained strong
(Bourke, 2007). The question, more recently, is no longer, “Can sexual offenders be treated?”
rather, “How can sexual offenders be treated?” Criminal justice researchers have become
increasingly curious about understanding why some treatments were effective while others
were not (Jeglic, Maile & Calkins-Mercardo, 2011). The evidence that some treatment
programs have been effective, has led to a corrective form of justice being adopted in the
treatment of sexual offenders (Mann & Marshall, 2009). However, the notion of effective
treatment rests upon the core concept that treatment will include a list of curative factors that
can make a significant impact in the behavioural and cognitive sets of sexual offenders.
Sexual Offenders in South Africa
Prior to 1994, correctional services was “characterised by a deep rooted militaristic
tradition, a burgeoning and vociferous trade union membership, a closed management style
inherited from draconian legislative enforcement measures in the 1960s to 1980s, and a
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racially unrepresentative staff corps” (Sloth-Nielsen, 2005 p1). Soon after the first democratic
elections in South Africa in 1994, a White Paper on Corrections was tabled and fairly quickly
adopted. Due to its shortcomings and misinterpretations of demilitarising corrections, it was
replaced all together as a policy instrument by the more recent White Paper of 2005 (Sloth-
Niesen, 2005). In 2005, the South African government launched an interdepartmental, anti-
rape strategy in which rehabilitation and correction of the behaviour of perpetrators play an
integral role (Roelf, 2005). And yet, there is an intensifying condemnation of treatment and
rehabilitative services available to sexual offenders in South Africa (Dissel & Kallopan,
2002). There is no specific legislation, supervision and monitoring of sexual offenders in
South Africa and instead they are managed as part of the general offender population. The
Sexual Offences Amendment Act of 2007 has addressed sexual offending in a limited manner
as it provides no direct, differentiated interventions for sexual offenders within a restorative
justice framework. In terms of management of sexual offenders, the Act only stipulates
guidelines on compulsory HIV/AIDs testing for even alleged offenders and the
implementation of the national register of sexual offenders (Moolman, 2013).
The Department of Correctional Services in South Africa have a Preparatory Program
on Sexual Offences in which the focus is on sexual offenders to acquire more theoretical
knowledge and understanding of their behaviour, with little emphasis on practical
implications (Department of Correctional Services, 2012). The program is only run in a few
prisons due to the shortage of staff and resources (Moolman, 2013). Participation in the
program is voluntary. Experts in the field contend that the program offered to sexual
offenders makes no allowance for the heterogeneity of the sexual offender population that
results in individualized needs not being met (Bourke, 2007). It is unclear whether this
program has been standardized (Hesselink-Louw & Schoeman, 2003).
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In addition, there is a scarcity of personnel, particularly psychologists and social
workers, within correctional services (Parliamentary Monitoring Group, 2010). In March
2001, the ratio of psychologists to inmates was 1 for every 3885; for social workers, 1 for
every 358, and for qualified and functional staff who are educators, 1 for every 305
(Department of Correctional Services Annual Report, 2001; Dissel & Kallopen, 2002). There
has been a vast improvement in the provision of services as indicated by the increment in the
percentage of offenders who received intervention relative to those who needed
psychological services. For example, only eight percent (8%) of offenders received
psychological services in 2009/2010 whereas 20 percent received treatment in 2012/2013
suggesting an increase of 12%. Despite more psychologists and social workers being
employed annually by the Department of Correctional Services, adequate human resource
remains an issue nationally. Only 74.4 percent of vacancies for psychologists and vocational
counsellors were filled in 2012/2013 (Department of Correctional Services, 2013; Jules-
Maquet, 2014). These insufficient resources, limited policy and legislation, as well as
unavailable, albeit ineffective interventions render high probabilities of reoffending amongst
sexual offenders (Moolman, 2013).
Sexual Offender Research
A review of the literature showed that extensive research has been done on sexual
offenders and the treatment of sexual offenders both nationally and internationally. The
majority of publications studied the characteristics and typologies of sexual offenders (e.g.
Cantwell, 2004; Chaffin, Letourneau, & Silovsky & Niec, 2002; Hudson & Ward, 1997;
Travis, 1998; Whealin, 2009) with a large percentage of these articles focused on adolescent
sexual offenders (Becker, 1998; Marshall et al., 1995; O’Brien & Bera, 1986; Silovsky &
Niec, 2002). Risk assessment and recidivism has also been explored in the research (Andrews
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& Bonta, 2007; Hanson & Morton-Bourgon, 2004; Keeling et al., 2006), as well as treatment
and program evaluation (Baim, et al., 1999; Beech et al., 2009; Bourgon, Morton-Bourgon &
Madrigiano, 2005; Faller, 1990; Franey et al., 2004; Perkins, Hammond, Coles & Bishop,
1988 ). The majority of these studies have been literature reviews, meta-analyses and have
incorporated both qualitative (interviews and focus groups) and quantitative  (psychometric
assessments) methods. 
Research on sexual offenders in South Africa can very broadly be divided into three
categories: First, studies focusing on sexual offenders within correctional services
(Butterworth, 2007; Delport & Vermeulen, 2004; Hesselink-Louw & Schoeman, 2003;
Kleijns, 2009; Mathe, 2007; Stout, 2003; Williams & Fouche, 2008); Second, studies that
focus on sexual offending behaviour in light of political, systemic and social issues (Beetzke,
2008; Dhabicharan, 2002; Kramer, 2010; Moolman, 2013; Skelton, 2003; Van Niekerk,
2003; Vermeulen & Fouche, 2006; Ward, 2007);  Third, research that explores children who
sexually abuse (Barclay & Gallinetti, 2002; Booyens, 2003; Omar & Patel, 2013).
Both locally and internationally, little research has been published which focuses on
the treatment providers of sexual offenders; the majority of the studies draw from the sexual
offenders’ perspectives or psychometric assessments and meta-analyses. The only research
where the people living or working with sexual offenders were the topic of interest, were
those which focused on secondary traumatization and ‘burnout’ (Pithers, Gray, Busconi &
Houchens, 1998; Furingsten, 2006; Lea, Auburn & Kibblewhite, 1999; Severson & Pettus-
Davis, 2013) and counter transference issues (Allen & Brekker, 1996; Ermshar & Meier,
2014) with one study highlighting the need for further research needed on the experiences of
female treatment providers who work with male sexual offenders (Walling, Jakul & Ellerby,
2012). Although much has been written on the efficacy of treatment, few articles were found
in the literature reviewed which specifically explore the clinical opinions of providers on the
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treatment of sexual offenders.  Two literature studies were found, one which was focused on
treatment providers’ differing opinions on sexual offender risk assessment (Boer, 2006) and
another on the role of therapists’ characteristics in relation to therapeutic change in sexual
offender treatment (Sandu & Rose, 2012). Only one article was found investigating factors
influencing change in sexual offender treatment which used semi-structured interviews with
four treatment providers in the United Kingdom (Collins & Nee, 2010). Thus there is a need
for studies that explore treatment providers’ experiences and clinical opinions regarding the
treatment of sexual offenders in South Africa.
Summary
The treatment for sexual offenders is non-negotiable regardless of the theoretical and
philosophical frame of reference adopted by practitioners. To provide a comprehensive
overview of the debates ensuing retributive versus corrective justice is beyond the scope of
the present study. Currently, most of the information available on the rehabilitation of sexual
offenders consists of government annual reports, White papers, policy documents and legal
acts. Insufficient policy and legislation on the management of sexual offenders has not only
brought about poorly implemented programs and specialized treatment programs, but also a
lack of monitoring and evaluation of existing sexual offender treatment in South Africa for
example, the lack of evidence-based practice, monitoring and supervision of offenders and
non-existent recidivism statistics.
Current sexual offender treatment in South Africa draw on international trends yet are
inadequately evaluated and adapted to the South African context. Furthermore, majority of
offenders in South Africa receive treatment outside of correctional services by health
professionals. Very little empirical reports are known about the clinical reasoning that
informs the planning of treatments for sexual offenders by the health professionals that
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provide them. In particular, research is needed on what health professionals perceive to be the
curative factors in the treatment of sexual offenders in South Africa.
Methodology
Research Design
The research was qualitative and exploratory in nature. A qualitative approach was
adopted because the researcher was interested in the subjective experiences and perceptions
of health professionals who treat sexual offenders and the richness/complexity of approaches
to and conceptualization of treatment. Qualitative methods gave the researcher an opportunity
to explore the topic under investigation in such a manner (Babbie, 2011; Savin-Baden &
Howell Major, 2010). Qualitative research also allowed the researcher to observe and
describe participants' opinions on the nuances of treatment for sexual offenders and to
examine and explain their views and personal experiences in the context of the literature
(Cresswell, 2007). Qualitative research methodologies are appropriate when small
populations are targeted as was the case in this study (Babbie, 2011). The present study
accessed the population of health professionals who work in the rehabilitation of sexual
offenders that constitutes small group (Savin-Baden & Howell Major, 2010). Qualitative
methods allowed for an in-depth understanding of the perceptions of health professionals
about the clinical reasoning behind the development of treatments for sexual offenders
(Babbie, 2011; Creswell, 2007).  
Research Setting
The research was conducted in the Western Cape in the private practice and non-
governmental sector. As mentioned before a large percentage of sexual offenders are treated
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by external service providers in the above-mentioned sectors. Thus the research was
conducted in the private practice and non-governmental sector or setting.
Participants
The participants for this study were health professionals with experience in providing
treatment for sexual offenders as external service providers to Correctional services. These
included social workers, psychologists and other professionals in the private or non-
governmental sectors since a significant percentage of the rehabilitation of sexual offenders is
provided by health professionals as external service providers.  It is not known how many
health professionals currently work in the field of sexual offender treatment in South Africa,
but it is estimated at approximately 15 to 20 health professionals with only about 20 percent
of those having received specialized training (Smith, M, personal communication, 25 October
2013).  Many of these providers work predominantly with sexually-reactive children.
Sample
The sample was recruited using snowball sampling that refers to the process of
accumulation in which prospective participants are identified by other participants, other
professionals and/or the researcher (Babbie & Mouton, 2009). This method was appropriate
given that health professionals with experience in the treatment of sexual offenders form a
small subset and would be known to each other. Access to this population can also be
difficult since there is no formal advertising of the type of services provided. Snowball
sampling started during the supervisory process when the research supervisor suggested
potential participants who were known in the field of sexual offender treatment. Thus as one
health professional in this specific field was located, she was asked to refer the researcher to
another suitable participant for this study. This was based on the participants' experience in
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the field and reputation of the health professionals as working with sexual offenders. This
indicated that health professionals in the field are familiar with one another and that
reputations have been set, probably due to the small number of professionals working in a
specialised field.
In Cape Town, there are about 10 health professionals considered to be ‘experts’ in
the treatment of sexual offenders (Smith, M, personal communication, 23 October 2013),
however four of these work exclusively with sexually reactive children and were not eligible
for inclusion. Three work with the general offender population. The remaining three were
recruited as index participants who could identify others in the field.  Two of the participants
interviewed were repeatedly referred to by other participants. In total eleven health
professionals were identified through the snowball technique and subsequently approached to
participate in the study of which one declined. One of the health professionals declined an
interview due to multiple roles and boundaries as she served other roles in the researcher’s
academic training. Three potential participants agreed to be interviewed, but could not be
scheduled.  Efforts were made to schedule a meeting time (for both face-to-face interviews as
well as Skype), however they cancelled prior to the meeting and it was not possible to
schedule another time that both were available. The participants consistently referred to the
same health professionals and by the last three interviews no new names were mentioned
suggesting that the pool of potential participants has been saturated. The final sample
consisted of seven participants.
Data Collection
In-depth individual interviews were used to collect the data. Individual interviews are
useful as it allows for an opportunity for the subjective experience of treating sexual
offenders which can enhance the data collected (Puchta & Potter, 2004). In addition to asking
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questions and eliciting content from the participants, the researcher was also able to observe
respondents. For example, their general reactions to the topic of sexual offender treatment,
the South African context and specific curative factors (Babbie, 2011). The interviews were
semi-structured in order to elicit quintessential information, namely the curative factors to be
included in the treatment of sexual offenders. The following questions were asked to guide
the discussion: What are your thoughts and perceptions of:
a. Whether sexual offenders can be treated effectively?
a. Where do you think intervention should be offered?
b. What are the curative factors to be included in a psychosocial treatment for rapist?
c. What are barriers and facilitators of treatment?
Data collection and sampling occurred in parallel until saturation of the potential pool
of participants and themes were reached (Cresswell, 2007). The interviews were conducted,
audio recorded and transcribed by the researcher. They were generally 55 to 65 minutes long,
with exception to one interview which was 30 minutes long due to the participant’s time
constraints. 
Data Analysis
Descriptive statistics (frequency distributions) was used to compile the demographic
profile of the participants. It allowed for the characteristics of the sample to be summarized
(Goodwin, 2003).  The qualitative data was analysed according to Thematic Analysis. This
was completed through a step-by-step process outlined by Cresswell (2007). Firstly, the
recordings of the interviews were transcribed, from which patterns of experiences were noted.
Secondly, the researcher included themes from the data. During this process, the data was
coded according to relationships between one or more of the themes; the next step involved
elaboration, which is the process of focusing on the finer nuances of the themes. The final
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step was interpreting the data according to the thematic categories from analysis, including
reflexive comments on how subjective experiences may have influenced data collection and
analysis. 
Trustworthiness of the Data
Debriefing, summation and paraphrasing were done throughout the interviews to test
the researcher’s impressions of the core elements of the discussion consistent with Denzin &
Lincoln’s (2005) recommendation. In addition, the researcher used clinical techniques to
reflect on content and process. In doing so, participants had an opportunity to verify the
correctness of impressions relative to their contributions (Denzin & Lincoln, 2005).
Participants responded by clarifying and elaborating on these summations and questions
offered by the researcher. In addition, the analysis was conducted independently by two
persons, the principle researcher and an independent researcher, to strengthen the credibility
of the analysis and the trustworthiness of the findings (Darlington & Scott, 2002).
Disagreements between raters were discussed until a consensus was reached (Cresswell,
2003). The researcher and research supervisor further reviewed the themes and clusters
identified and resolved differences in the labeling through discussion and reflection until
consensus was reached which offered a third layer of reflexivity that in turns strengthens the
trustworthiness of the findings (Darlington & Scott, 2002; Denzin & Lincoln, 2005).
Reflexivity
Throughout the research process, I reflected on myself as the researcher and the
impact I had on the research process, particularly data collection. As a trainee interested in
the field of sexual offender treatment, the interviews provided the participants with an
opportunity to teach me. I was acutely aware of my manifest interest in the reflections of the
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interviewees which might have encouraged the participants to share their knowledge and
experience. I was aware that my interest deepened the rapport with the participants. In
addition, the learnt use of micro interviewing skills further encouraged a deepening of the
rapport between research and interviewees.
I had different interactions with each participant depending on the sequence of
interviews which may have had a bearing on the nature and outcome of the interviews. For
example, as I gained more knowledge from the first few interviews, I adapted my questioning
and reflections during interviews to gain a deeper understanding of the nuances of sexual
offender treatment. This resulted in a richness of the data collected during the last few
interviews, although the last few participants interviewed generally conveyed similar data to
the initial participants. However, the first few participants interviewed had the most
experience (39 years) and were considered experts in the field and therefore the amount of
data collected from them allowed me to explore identified themes more specifically later on.
In addition, I have worked with survivors of sexual abuse and abuse-reactive children
for a period of seven years prior to commencing this study and so had to continually contain
my own conceptual understanding of the field in order to elicit the participants' experiences. I
readily acknowledge that even my interest in this topic is a function of that prior experience
and there was a way in which I communicated non-verbally and through my ability to follow
the interviewees that I was at the very least familiar with their work and the treatment of
sexual offenders. In this way I was constructed as a “kindred spirit” that validated the
experiences of participants through conducting the study. In this way, my perceptions and the
participants' perceptions of each other and our respective locations on the subject of sexual
offender treatment created an interactive, co-constructive process during the course of the
research.  
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Ethical Considerations
Ethics approval to conduct the study was obtained from the Senate Research
Committee of UWC and the study was registered (Registration Number: 13/4/20) as a
sanctioned project in partial fulfillment of the requirements of the M.Psych degree (Appendix
A). All principles of ethics were upheld e.g. voluntary participation, confidentiality,
anonymity and informed consent (Crano & Brewer, 2008; Neuman, 2007). Prior to the
interviews the participants were given an information sheet outlining the study, their
participation, the risks and benefits of their participations, as well as the measures undertaken
to ensure confidentiality and anonymity (Appendix B). Provision was made for if any
unforeseen negative impacts arise. None of the participants were negatively impacted during
the study and therefore no referrals needed to be made. Participants signed a letter of consent
prior to the interviews expressing their willingness to participate voluntarily, for interviews to
be audio-taped and giving permission to disseminate the information in the following
formats: unpublished thesis, conference presentation and a published manuscript or article
(Appendix C). Participants were ensured that they could withdraw at any time from the study
without fear of consequence or loss of benefits. None of the participants withdrew from the
study.
Results and Discussion
Demographic Profile of Participants
Table 1 below summarizes the demographic profile of the participants. All of the
participants were South African women between the ages of 35 and 63. Five of the
participants had a background in social work and two in counselling and clinical psychology.
Only one of the participants was formally trained in clinical work with sexual offenders at a
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postgraduate level. Three of the participants worked for non-governmental organizations
focused primarily on assisting abused and neglected children and their families while the
remainder worked in private practice – three of whom had previously worked in correctional
services. Their years of experience in the field of sexual offenders ranged from six months to
39 years; with two having only worked with sexually-reactive children and two with
incarcerated offenders, including sexual offenders.
Table 1
Demographic Profile of Participants
Participant
A
Participant
B
Participant
C
Participant
D
Participant
E
Participant
F
Participant
G
Age 63 50 42 57 39 39 31
Level of Education Masters
Degree
Masters
Degree
Bachelors
Degree
Doctor of
Philosophy
Masters
Degree
Masters
Degree
Bachelors
Degree
Discipline SW SW SW SW Psych Psych SW
Years of 
Experience:
42 Years 10 Years 18 Years 41 Years 6 Years 7 Years 9 Years
Years of 
Experience in 
Sexual Offender 
Tx
25 Years 5 Years 14 Years 39 Years ½ Year 6 Years 5 Years
Type of Offender Sexual
offenders
who abuse
children and
adults
Incarcerated
Offenders,
General
population
Sexually
Reactive
Children
Incarcerated
Offenders,
General
population
Incarcerated
Offenders,
General
population
Sexual
Offenders
referred
from Courts,
General
Population
Sexually
Reactive
Children
Thematic Analysis
Six themes with sub-themes were identified in the analyses of the data. These include:
Pathways to Working with Offenders, Conceptualization of Treatment, Treatment Setting,
Curative Factors in the Treatment of Sexual Offenders, Barriers of Treatment and Theoretical
Frameworks. Table 2 below outlines the themes and sub-themes:
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Table 2
Themes and Sub-Themes Identified in the Analysis of the Data
Theme Sub-Themes
Pathways to Working with Offenders Started working with Child or Adult Survivors then
Migrated to Sexual Offender Work
Worked in Correctional Services
Ending in Private Practice
Conceptualization of Treatment No ‘Cure’
Treatment is Viable
Sexual Offending Parallels Addiction
Treatment Setting As Part of Correctional Services
Community-Based Treatment
Private Practice
Diversion Program
Curative Factors in the Treatment of Sexual Offenders Assessment Driven and Tailor-made Interventions
Mentoring and Supervision
Admittance and Responsibility
Psycho-Education and Skills Building
Strong Therapeutic Relationship
Intervention for Own Victimization
Barriers of Treatment Conditions in Prison
Ethical Obligations
Professionals’ Attitudes
Sexual Offenders’ Attitudes
Treatment Providers
The South African Context
Theoretical Frameworks Integrated and Eclectic Approach
Evidence-based Programs
Specific Modalities used in the Treatment of Sexual
Offenders
Theme 1: Pathways to working with sexual offenders.
The participants had varying experiences of working with sexual offenders; some
started off by working with children, others completed their training in psychology within
correctional services and later moved into private practice either still working with offenders
or their families. One participant spent two years conducting research on sexual offenders as
part of her Masters degree. Table 3 below indicates the themes and sub-themes. 
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Table 3
Theme 1: Pathways to working with sexual offenders: themes and sub-themes
Theme Sub-Themes
Theme 1.1 Started working with Survivors of Rape Worked with Child Survivors of Sexual Abuse at NGOs
Worked in a Children’s Home
Youth Work
Rape Crisis
Theme 1.2 Worked in Correctional Services Faith-based Volunteering
Clinical Training
Theme 1.3 Ending in Private Practice Support Families of Sexual Offenders
Court-Mandated Sexual Offenders
Non-sentenced, Sexual Offenders as Private Clients
Theme 1.1: Started working with survivors of rape. Majority of the participants
started their careers by working for non-governmental organizations (NGOs) with children,
specifically survivors of child sexual abuse. Some of these children in-turn abused other
children which lead Participants C, D and G to work with sexually reactive-youth. Participant
D discovered that the sexual aggression exhibited by the children she worked with was
mirrored in every generation in the child’s family of origin. She therefore chose to work with
the families and sexual offenders within the child’s family and community in an attempt to
curb the cycle of violence. She went on to pursue formal, specialized training in sexual
offender treatment and started a private practice through which she runs a comprehensive
treatment program for sexual offenders who are court-mandated and whose treatment forms
part of their sentencing. 
Participant A primarily worked with child survivors of sexual abuse and experienced
challenges in keeping the children in treatment as their perpetrators were not sentenced and
instead sent home where they had continued access to these children. The children whose
perpetrators were enrolled in the treatment program for sexual offenders remained in
treatment. Statistics indicate that 91.07% of reported rape cases do not lead to sentencing
which suggests that many of these children were not treated (Department of Correctional
Services, 2008a). The primary motivation for these participants was therefore the protection
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of children by ensuring that the sexual offenders received treatment. Table 4 below indicates
the sub-themes substantiated with illustrative quotations.
Table 4
Theme 1.1: Started working with survivors of rape
Sub-themes: Illustrative quotes
Worked with Child
Survivors of Sexual
Abuse at an NGO
“We had started a children's treatment program and the sad reality was, that if cases
were withdrawn (which happens about 94% of the time...) and the offender was close to
the family… it instilled the belief that this had not happened. Or else the offender went
home and had total control of the child again. So we were losing children from therapy
and this is why we thought if we at least just reach out to these men… we will have more
success in keeping our children in therapy. And that was the outcome.”
“I have been working at an NGO for about 5 years. I am a social worker. Our area of
focus is victims of sexual abuse and rape. We have shifted to working with reactive
children… Recently the organisation sent us to workshops dealing with child youth
offenders not with adult rapists. Where we then explored ways of working with child
sexual offenders. My experience is limited working with offenders but I have had a few
abuse reactive children that I see.”
Children’s Home,
NGO
“I started working in children’s home for abused and neglected boys... what I found the
moment I started running groups with the kids is that these kids were actually quite
damaged and had lots of behavioural and other problems – and that is my first encounter
with sexual aggression... I then got the families involved with the treatment and I
discovered that there were histories of inter-generational cycles of abuse... the histories of
the children mirrored that of the adults... that’s when the sex offender program started…
it started with comprehensive training, prevention and awareness work...”
Youth Work, NGO “I worked for an organization where we focused on victims of sexual abuse... my
experience has mostly been with boys: abuse-reactive boys, counselling and group work.”
Rape Crisis, NGO “Prior to doing my masters I worked with rape crisis, so I didn’t work with sex offenders,
I worked with survivors of rape… Somebody said to me, ‘how can you work with victims if
you have not worked with offenders?’”
Theme 1.2: Worked in correctional services. Participants B, E and F worked in
correctional services. Participant B volunteered at a Medium B prison while Participants E
and F were placed at correctional service facilities as part of their internship and/ or
community service as clinical psychologists. Both ran individual and group interventions
with offenders that were sentenced for a wide-array of crimes, not only sexual offences. They
often did not know what crimes the offenders they worked with committed. After completing
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her training, Participant E sometimes treated family members of sexual offenders as part of a
general private practice. 
Prior to commencing her Masters in Clinical Psychology, Participant F worked with
adult survivors of rape. This experience compelled her to do research on sexual offenders as
she believed it would enrich her work with survivors. Her research earned her the reputation
of an “expert” in the treatment of sexual offenders and during her community service year at
a correctional services facility she received mostly referrals for sexual offenders. That year
provided her with an opportunity to network with other professionals in correctional services
and the department of justice and as a result a large percentage of her clients in private
practice are sexual offenders who have been court mandated for treatment.  
Participant B stated that she felt compelled by her religious beliefs to volunteer at a
correctional services facility while studying social work part-time. Her intentions were to
exercise and pass on the principles of her faith by helping offenders. She became increasingly
involved at the facility, running various groups, workshops and offering individual
counselling for over five years. After a frightening experience in the facility she stopped
volunteering and instead shifted to general social work practice and research focusing on
sexual offending in South Africa. Table 5 below indicates the sub-themes substantiated with
illustrative quotations.
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Table 5
Theme 1.2 Worked in Correctional Services
Sub-themes: Illustrative quotes
Volunteered (Faith-
based)
“I ran a recovery group at ***** prison; I did group discussions and individual therapy...
I was a lay counsellor at church before I became a social worker.”
A s p a r t o f
Psychology Training
[As part of Internship] I did individual therapy 1 hour each week and Group Work on a
weekly basis... At a Medium B Prison… not only sexual offenders... people who have 25
year sentences, life sentences...”
“I did my research on the cognitive distortions of child sex offenders... After my internship
I did my community service at **** prison where I worked particularly with sex
offenders… after having done a mini-thesis on sex offenders I became an ‘expert’ – only
happens in this country…”
Theme 1.3: Ending in Private Practice. Five of the participants interviewed “ended
up” in private practice, however only two of these are still working directly with sexual
offenders (both individual and group therapy) and one works with the families of sexual
offenders. The practices of two other participants are marketed at the general population.
Most of the participants started working with survivors of sexual abuse. Their frustration with
the system led them to change their focus to preventative rather than remedial work. Table 6
below indicates the sub-themes substantiated with illustrative quotations.
Table 6
Theme 1.3: Ending in Private Practice
Sub-themes: Illustrative quotes
Support Families of
Offenders
“I have also seen family members in private practice... family members of offenders
going through the court process...”
Court-Mandated “...when I left the organization there were still people in the system… I managed to
convince the courts to mandate the offender to treatment as a condition of sentence… I
then took the program and started a private practice…”
“After I left ***** prison I went into private practice… when I set myself up in private
practice I made quite a few connections with lawyers and legal aid, so there was a lot of
work  coming from them… and I sometimes get men who are court-ordered to come and
see me... ”
Private Clients who
are Offenders, not
Sentenced
“I do individual therapy and workshops etc. and then I work with men who call
themselves pedophiles…”
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Theme 2: Conceptualization of Treatment.
All of the participants stated that sexual offenders can be treated effectively, however,
that there are exceptions and that the outcomes differ. Many of the participants made parallels
between sexual offending and addiction; some even explaining that sexual offenders can
learn to manage their behaviour, but that their ‘desire’ to offend will not dissipate. Table 7
below indicates the themes and sub-themes on the conceptualization of treatment.
Table 7
Theme 2: The Conceptualization of Treatment
Theme Sub-Themes
Theme 2.1 No ‘Cure’ Cannot be ‘Cured’
Not All Sexual Offenders are Treatable
Theme 2.2 Treatment is Viable Anyone can be Treated
Many Offenders Have Been Treated Effectively
Treatment Dependent
Theme 3.3 Sexual Offending Parallels Addiction Addictive Patterns of Sexual Behaviour
Theme 2.1: No ‘Cure’. One of the participants stated that the sexual offender’s desire
to sexually abuse may remain for life, even though their behaviour may be managed. Other
participants said that certain sexual offenders can be treated but are required to remain part of
a broader network for the remainder of their lives as there will always be a high-risk that they
will re-offend. The Collins and Nee (2011) study supported the notion that sexual offenders
cannot be ‘cured’ and instead their sexual desires need to be managed.  The suggestion of
introducing a ‘Dangerous Offender Law’ in South Africa was made for high-risk offenders in
order for them to receive indeterminate sentences pending outcomes of comprehensive
assessments and monitoring.
Table 8 below indicates the sub-themes substantiated with illustrative quotations.
 
 
 
 
HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT 41
Table 8
Theme 2.1: No ‘Cure’
Sub-themes: Illustrative quotes
Cannot not be ‘cured’ “The desires to do so will not necessarily disappear entirely”
“If you are a paedophile and you have abused 400 children you should actually stay in
some kind of supportive, therapeutic network for the rest of your life...”
Not all sexual 
offenders are 
treatable
“I do think they can be treated effectively and there are certain exceptions…”
“…does the person actually want to stop offending? Are they shameful, regretful and want
to change behaviour? Then it is possible… but if they don’t see the error in their ways,
then there is less of a chance…”
“It depends on which prisoners… intelligence, the ability to understand that if I do this
again I am away for life…”
“It depends on the perpetrator… the extent of his or her denial and unwillingness to
engage in the process”
Theme 2.2: Treatment is Viable. All the participants stated that treatment is viable
for most sexual offenders and many offenders have been treated effectively; however there
are exceptions. Sexual offenders’ motivation for therapy, admission of guilt and regret are
thought to influence the outcome of treatment. Others say it depends on the treatment: “If we
use a risk-based approach and analyse individual factors and context and we tailor-make
interventions and assessment, then we have a better chance of having good, positive
outcomes.” Table 9 below indicates the sub-themes substantiated with illustrative quotations.
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Table 9
Theme 2.2: Treatment is Viable 
Sub-themes: Illustrative quotes
Anyone can be 
Treated “No one is beyond redemption – but the outcomes differ... you have to be 100%
responsible who you treat, and how you treat, where you treat, and when you treat – I
mean, those things are all very important.”
“I am the eternal optimist… I believe anyone can get better: I have seen some really
psychiatrically disturbed people, when everyone said they could not get better, and then
they get better…”
“If you asked me the same question 5 or 6 years ago I would’ve said that sex offenders
cannot be cured – we need to manage them.... what is happening now, a lot of the research
that is coming out is very clear: if we use a risk-based approach and analyse individual
factors and context and we tailor-make interventions and assessment the we have a better
chance of having good, positive outcomes.”
Many Offenders 
have been treated 
effectively
“It was quite interesting you know, when we started, we did not start with the belief that
we will be offering much help to these men... But then, what we realized, what in actual
fact we were doing was effective – not for everybody, I mean, it would be a ridiculous
claim.”
“I still have offenders who contact me and say ‘… do you remember me? I just want you
to know I am still okay.’ Okay. I am not monitoring there day to day existence, but I think
someone who picks up the phone and says ‘thank you’ – chances are they are still okay.”
 “If someone has a deviant sexual arousal pattern, and has somehow rationalized to himself
that sex is good for children and not harmful, then definitely you can say it is going to be
very difficult with people like him. People offend for different reasons – and children
offend for different reasons to adults – so it is not a simple yes or no.”
“I do, mostly because I have heard success stories from Person Contacted and Participant
A. The two of them have in workshops discussed their success stories so I know it can be
done.”
Depends on the 
Treatment
“Must be very clear what type of treatment we are talking about… If we continue with the
‘one-size-fits-all’ approach then we’re going to continue having negative outcomes...”
“A problem in this country is that there is one blank  approach… in the prisons they have
bastardized versions of what Participant D brought into the country from overseas and
what Participant A brought into (NGO) and it’s one blanket approach for everyone… then
treatment is not viable”
“The ones that combine extreme violence with sexual abuse… we never felt that in a
community-based program that we would be able to contain them…”
Theme 2.3: Sexual Offending Parallels Addiction. Many of the participants said
that sexual offending has similarities with addictions, if not that it is an addiction itself. Some
therefore called for the ‘management’ of offenders rather than ‘treatment’ with on-going
monitoring and evaluation for sexual offenders who are at risk of ‘relapse.’ Table 10 below
indicates the sub-themes substantiated with illustrative quotations.
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Table 10
Theme 2.3: Sexual Offending Parallels Addiction
Sub-themes: Illustrative quotes
Addictive Patterns of
Sexual Behaviour
“I do believe sex is addictive and that we all develop patterns of sexual behaviour that are
quite different for each person and the older you get and the more you practice them the
more fixed  they become – I have worked in a drug and alcohol rehab centre, the dynamics
are very similar”
 “…there has been a lot of literature around pedophiles who basically admit that they have
an illness, - psychiatric disorder that they have – it is like and addiction… so they admit
that they are pedophiles, their entire lives, but that they are in recovery.”
Most of the participants held that treatment could be offered with effect in accordance
with corrective justice principles and that treatment is viable for sexual offenders.
Interestingly, the participant with the least experience in the field (less than a year) and
minimal, generalized training supported retributive forms of justice; while the participant
with over 20 years of experience and specialized training believed all sexual offenders could
be treated and that their level of care and sentencing needs to be tailored to their needs and
risk of re-offense. This suggests that insufficient training and experience may cause ill-
equipped health professionals to feel incompetent and despondent and that offering services
with poor outcomes reinforces beliefs that treatment is not viable.
Theme 3: Treatment Setting
All the participants agreed that treatment should be offered in all places: in
correctional services facilities, post-imprisonment as part of parole or as a condition of
sentencing, community-based and private practice (court mandated). Several, however, had
their reservations about correctional services facilities as the treatment provided in prison
were considered inadequate and that the prison context is thought to perpetuate sexual
offending behaviour. This is consistent with the literature which describes correctional
services as still being haunted by their militaristic past and that facilities are understaffed,
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insufficiently resourced and rife with violence (Bourke, 2007; Fourchard, 2011;
Parliamentary Monitoring Group, 2010; Sloth-Nielsen, 2005).  Table 11 below contains the
themes and sub-themes substantiated with illustrative quotations.
Table 11
Theme 3: Treatment Setting
Sub-themes Illustrative Quotes
As Part of 
Correctional 
Services
“I want to say prison because I know they get help in prisons. I am a bit desensitised to
adult perpetrators because I work with children mainly and because of the stories I hear
I think that adults should've known better… not ‘get out of jail free card’ and then get
into the program and then they are okay.”
“A diversion program that is court mandated… boys are in separate group [for abuse-
reactive teenagers]”
“…and you see, this is the big mistake this country makes, they want to keep the
program in prison and offenders must stay till the end of their sentences and they must
be released and there is no supervision… These people come out of prison and are not
linked to a community based program – and also their belief is just like, ‘I’ve done a
prison program, I am fine now.’ They don’t realize the limitations of those programs.”
“Both places [correctional services and community-based]. But, in both places it should
be quality. Quality treatment because failed treatment is a poor prognostic factor…
whatever happens in prison has to be continued on the outside and every single sexual
offender should come out of prison and have an extended period of parole, two years at
least.”
 “They need support post-prison… help structure their life, for example if their victims
are children, they must work with adults… and join a AA-type program after they leave”
“There is no doubt that we should have facilities as part of correctional services in our
prisons – but not all rapists and sexual offenders go to prison so we must have
community-based too”
“About 50% of our men are not court mandated, and I think this was the strength of our
program – I would not say they came voluntarily, they came under family pressure and
‘if you don’t come, we will report!’”
“The mandated issue is double edged. It can lead to some kind of intervention however
small but when we take people's rights away from them and start forcing them to do
things; you do not get the best out of people then.”
“Intervention needs to be in the community – they must be able to walk there. It needs to
be a safe place that speaks of healing and recovery – a prison enforces guilt.”
“...outside of prison..? If an offender seeks treatment and is not charged, it must be
reported... if charged or on probation, community service or post-sentencing and they
are seeking treatment for something that has happened in the past, then private
treatment if they can afford it – otherwise NGOs or the public health system...”
Community-Based 
Treatment
Private Practice
Diversion Program
The participants stated that treatment should be offered in correctional services as part
of sentencing, as well as outside of correctional services as many sexual offenders have not
been charged or sentenced. Some thought it was a ‘strength’ that sexual offenders who were
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not court mandated come to seek treatment, while others were concerned about the ethical
and legal implications of this (see Theme 5: Barriers to Treatment). The question of where a
sexual offender should be treated largely depends on a comprehensive assessment the
offender needs to undergo, preferably prior to sentencing, to determine which facility and
intervention will best suit their needs. While many benefit from community-based treatments,
certain offenders cannot be contained in these as they need a structured environment with
strict supervision. This is confirmed by the literature which posits individualised, assessment-
driven treatment in correctional-services as well as ongoing mentoring and supervision by
government departments, NGOs and/or health professionals in the community (Bourke, 2007;
Keeling et al., 2007).
Evident in the participants’ explanations were their frustration with the “system’s lack
of guidelines, policies and adequate facilities for sexual offenders”; so though in theory they
believe treatment should occur in all places, in reality this is not happening in South Africa.
Due to low conviction rates and poor services rendered by the Department of Correctional
Services it appears as the health professionals are entering murky waters in terms of ethical
obligations to report crimes committed (particularly against children) by their clients in order
to provide offenders with adequate treatment and in doing so, protect  the public. This places
health professionals in an ethical dilemma: treat and decrease chances of re-offence or report,
jeopardize the therapeutic relationship and have the sexual offender subjugated to poor
interventions offered within correctional services which places the public more at risk.
Theme 4: The Curative Factors in the Treatment of Sexual Offenders
Six curative factors were identified by the participants which are important to include
in the treatment of sexual offenders; these include assessment-driven and tailor-made
interventions, mentoring and supervision, admittance and responsibility, psycho-education
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and skills building, a good therapeutic alliance and intervention for possible own
victimization. Table 12 below presents the curative factors identified by the participants.
Table 12
Theme 4: Curative Factors, Themes and Sub-themes
Theme Sub-Themes
Assessment Driven and Tailor-made Interventions Tailor-made Intervention
Comprehensive Assessment
Contract and Consequences
Mentoring and Supervision Multiple Levels
Accountability
Team Approach
Monitoring and Evaluation
Admission and Responsibility Admission and Motivation
Confronting Denial
Psycho-Education and Skills Building Increase Understanding of Emotions
Identify Triggers
Psycho-education Around Grooming
Skills Development and Activities
Strong Therapeutic Relationship Trust Building and Time
Empathy
Relationship and Unconditional Positive Regard
Maturity
Comfortable with Sexuality
Boundaries (in Group Work)
Professional Supervision
Theme 4.1: Assessment Driven and Tailor-Made Interventions: The participants
spoke of the sexual offender population as a heterogeneous group which requires treatment
that is assessment driven and individualized. Assessment needs to be thorough and
comprehensive: it needs to include a wide-array of psychometric assessments, interviews and
collateral. Two of the participants stated that a treatment contract should be drawn up based
on the findings from the assessment. Only three of the seven participants identified
assessment as essential to informing treatment; one of these explained assessment as only
entailing psychiatric or diagnostic clarification. This is concerning as the literature (Bourke,
2007; Keeling et al., 2007; Beech et al., 2009; Omar & Patel, 2013) reiterates that assessment
is non-negotiable, and yet majority of the participants did not mention it in the interviews. In
addition, treatment of sexual offenders within correctional services is largely not assessment-
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driven which results in blanket-approaches being offered to all sexual offenders despite the
variation in their needs and treatment requirements. Table 13 below contains the sub-themes
substantiated with illustrative quotations.
Table 13
Theme 4.1: Assessment Driven and Tailor-made Interventions 
Sub-themes Illustrative Quotes
Tailor-Made
Intervention
”...what is happening now, a lot of the research that is coming out is very clear: if we use
a risk-based approach and analyse individual factors and context and we tailor-make
interventions and assessment the we have a better chance of having good, positive
outcomes...”
Comprehensive
Assessment
“First of all, we don’t sign a contract without a proper assessment – and for us, a proper
assessment is 8 to 12 weeks. Your first couple of weeks is trust building, your second
couple of weeks is maybe doing some constructive stuff… we ask about everything about
themselves except the sexual offense. Maybe their own sexual development as children, a
few weeks of obtaining collateral information and applying various measurement scales
(cognitive distortions, empathy etc.). Now, a lot of people say you should apply those
throughout your program, I don’t think so, because offenders learn desired responses –
very quickly!”
[During first 12 weeks...] “We put them straight into a group”
[Diagnosis?] “We don’t attach labels... but if we feel someone needs medication for
depression we will refer. We try to avoid scripting people’s lives, especially with the
younger children and teenagers... You keep labels in the back of your head, um, but you
try not to let them be in the foreground of your interaction, especially in the beginning.”
“Psychiatric assessment is important... sometimes even medication”
“First of all there needs to be a thorough and comprehensive assessment...”
“The recidivism rates are quite high, so that does make us a little bit concerned… but the
research based on the assessment tools used to measure risk of recidivism is often much
lower – like 20% in 20 years time… so assessment is important in order to determine
what is going on with that person, and the more risk factors they have (i.e. general
criminality, a deviant sexual arousal pattern, a history of offending etc.) make them a
higher risk for someone who doesn’t have those risk factors.”
Has to be assessment driven and you cannot only rely on clinical opinion – you need to
use a range of instruments to determine risk
Contract and 
Consequences
“The treatment contract needs to be clear and speak to all the behaviour, values, skills
requiring, areas that are no-go – that the offender has very clear understanding and
knowledge of the boundaries for treatment... so if you come to therapy and you disclose
(or the family discloses) that you’ve been using pornography and you’re not supposed to
there is a consequence – and often a legal consequence. So there are therapeutic
components, but essentially it is a linear process. So feelings are always confidential,
facts are never... You need to have protocols on this is what you will do and you need to
follow through – which is an area that doesn’t sit well with therapists. Certainly in
community-based work your primary patient is the community and your aim is ‘no more
victims’ – where in therapy it is about ‘my patient and my patient’s rights’…”
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Theme 4.2: Mentoring and Supervision. Intervention needs to be at multiple-levels:
individual, group, couples and family therapy as the sexual abuse does not only impact the
offender and the victim. The offender needs to have mentoring and supervision throughout
the treatment approach in case he or she is not coping and requires extra support or because
he or she is re-offending. Accountability is important, particularly for sexual offenders who
are likely to reoffend, for example those with an anti-social personal structure or who have a
limited capacity for empathy. This is confirmed by Beech et al. (2009) underscore the risk of
recidivism for sexual offenders with deviant sexual interests or anti-social orientations.
Someone external to the treatment program is recommended to monitor the sexual offender,
for example a parole officer, religious leader or correctional officer. This person cannot be
too close to the offender as a level of objectivity must be maintained. A team approach is also
required as some participants are of the opinion that sexual offenders cannot be trusted and
therefore allies are needed in the offender’s network. These allies need to be responsible,
informed and have an understanding of what the treatment entails. The facilitator also needs
to know whether the victim is safe and secure and has access to treatment. Eventually sexual
offenders need to develop internal supervisors in order to self-monitor as external monitoring
and evaluation cannot be provided twenty-four hours per day, even for those within a
correctional services facility. This is confirmed by the literature which emphasizes
collaborative approaches between treatment providers, offenders and their families in
developing and maintaining positive, external support networks, particularly for community-
based treatment (Beech et al., 2009).
One participant went on to explain that there are crucial periods when sexual
offenders require more assistance. Participant A proposed that for the first few weeks of
treatment, treatment providers need to avail themselves to sexual offenders as this is a period
when they require the most support and when suicide rates are high. In addition, participants
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identified that treatment providers themselves require mentoring and supervision and
considered it crucial to dealing with transference and counter-transference issues. This needs
to be specialized as sexual offender work is a specialized field. Table 14 below contains the
sub-themes substantiated with illustrative quotations.
Table 14
Table 4.2: Mentoring and Supervision
Sub-themes Illustrative Quotes
Multiple levels “The opportunity to work at various levels, very important: families, groups, 
individuals…”
“We do couples work, not only family... most of these relationships don’t last... we do not 
recommend leaving or staying; when we are working with couples we go through the 
pro’s and con’s with them (they must identify them not us) and we then talk about 
whatever decision they make we will support.”
“Long-term, in-depth counselling and group work, definitely”
“The family needs to be part of the therapy... if the parents [of abuse-reactive boys] deny 
the act, the treatment with the child will not be successful”
“Parents [of abuse reactive boys] should be in a support group”
Accountability “The need for a buddy, it could be a friend, a family member… someone who supports 
you and someone who you can be honest with and say I am going through a really tough 
time, I’m not really very safe…”
“It is always good to have a separate person policing the treatment; we used to contract 
with correctional services – so once you have contracted with your offender, you be the 
therapist, external you have your parole officer, correctional officer, it could be a 
minister if it has not gone the court route – not nice to have your spouse, that doesn’t 
work, or a parent – some kind of mentor who is a little bit removed who can help you 
without compromising loyalty.”
“And you need to be developing allies that are responsible, informed and educated in 
that offender’s network. So, you cannot work with a man’s wife who is going to lie about 
him having authority and supervision over the kids – that woman needs to understand 
what the treatment is going to be about... so it has to be comprehensive, involving 
everybody... from the treatment provider’s perspective, you need to be able to access 
people in the offenders network and family”
“I always encouraged them to have a sponsor, to open up and talk about their stuff, to 
learn to trust...”
“They would need a sponsor to help and guide them... like a 12 step program”
“Anti-social personality disorder or elements... would be difficult for them to feel 
empathy for their victims... deal with them differently... as someone who will probably go 
out and commit the same crime again and I would shy away from psychodynamic work 
and rather adopt a multidisciplinary approach... facilitate with social workers and the 
system you’re working through, not private practice but a correctional facility, a 
structured environment...”
“Another curative factor is support. One guy I worked with told his whole family and 
they were very supportive and protective over him. They helped him protect himself by 
keeping the children away from him for example.”
“…if you were caught as a child sex offender, you monitor this for life. Not in a negative 
way but as a maintenance program for you.”
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Table 14 Continued...
Sub-themes Illustrative Quotes
Team Approach “...you can’t work in a silo because sexual offenders deny, they rationalize, they justify 
their behaviour – so you cannot base intervention on self reports only. You need to have a
team approach; you need to know the victim or complainant is safe and secure and has 
access to treatment intervention and counselling support and you need to work alongside 
that person.”
“I definitely feel a multidisciplinary approach is needed to help the offender to get all the
necessary interventions... some kind of occupational skills training”
Monitoring & 
Evaluation
“There is no program anywhere in the world that can lay claims to monitoring an 
offender 24/7 – not even in prison. … Some of that needs to be shifted back to the 
offender.”
“Sex offenders need to be helped to self monitor”
Theme 4.3: Admission and Responsibility. Varying views were shared on whether
successful treatment is dependent on the sexual offenders' admission of the abuse committed.
Some believed it was essential for offenders to “see the error in their ways” while others said
it is not required initially but needs to be addressed during the course of treatment. Three of
the participants emphasized that if sexual offenders are motivated to change and seek help,
treatment will have better outcomes. Therefore, for sexual offenders who lack motivation,
this needs to be addressed during the course of treatment.  Participant A suggested group
therapy and the use of group dynamics in order to challenge denial, minimization,
rationalization etc. In addition, sexual offenders should not be asked whether they did
sexually offend, but rather it should be spoken of as though they did – this is also a means to
normalize talking about the sexual abuse. Participant A stated that treatment should not be
conditional on the sexual offender’s acknowledgement of the abuse but should be considered
a treatment goal.
Interestingly, all of the participants shared their opinions on the importance of the
sexual offender acknowledging the abuse at some point during the interview (See also
Facilitators and Barriers of Treatment below), and yet the literature indicates that simple
admittance of guilt is insufficient and does not decrease risk of re-offence. Marshall et al. (in
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Beech et al., 2009) explain that though denial and minimization has long been viewed as a
crucial factor in recidivism, acknowledgement of the abuse does not prohibit re-offence.
Instead, underlying feelings of anxiety, guilt and shame need to be addressed.  Table 15
below contains the sub-themes substantiated with illustrative quotations.
Table 15
Theme 4.3: Admission and Responsibility
Sub-themes Illustrative Quotes
Admission and 
Motivation
 “...motivation and remorse, are the two things we are always asked about…But of which
are incredibly tenuous and “un-constant.” So part of your program has to be geared 
around that as well.”
“… You have got to work on motivation, they often come in and they are angry, ‘I don’t 
want to be here… I don’t see the necessity… I will never do it again… it was a mistake…’
– it’s fine, you just have to work with that.”
 “Treatment should not be conditional on acknowledging the behaviour; but that 
treatment should work towards it and that people should develop skills in constructive 
confrontation...”
“Obviously you need to want to change and go for help. You need to go because you 
'WANT' to...not because you have to.”
Confronting Denial 
and Normalizing 
Talk about Sexual 
Abuse
“…we never ask a person ‘did you do it?’ never, never, ever because if they are denying 
they are just going to deny! We treat it as though it happened ‘When you touched her, 
how were feeling?’ because if you talk about it as though it happened, you normalize 
talking about it.”
“…we’d have men come in at different times during the program and we’d have an 
offender come in who was denying… we would then have a little ceremony of group 
introductions during which everyone would go around saying who they are and why they 
are there; and then the new person introduces himself last and it is very difficult to 
because you’ve heard six men say ‘I am here because I have touched my daughter. I did 
x, y, and z… so, by the time it gets to him, it is very difficult for him to say, ‘well, I am 
here because I did not do it.’ So you use your group dynamic very constructively.”
Theme 4.4: Psycho-Education and Skills Building: Many of the participants
emphasized the importance of addressing emotions and encouraging participants to talk about
and explore their feelings. They also considered this to be an important aspect in the sexual
offenders’ development of empathy, a quality thought to be lacking within the sexual
offender population. Participants stated that treatment also needs to focus on assisting
offenders to identify and better manage triggers for offending behaviour, as well education
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and increased understanding around their own sexual patterns and grooming. This
information needs to operationalised and practical so that sexual offenders can utilize it
easily. An entire body of other skills development and activities are also recommended; these
include social skills, anger management, self-regulation and self-nurturance. Psycho-
education and social skills acquisition is well supported by the literature (Adams, 2003;
Franey, Viglione, Wayson, Clipson, & Brager, 2004; Walker, McGovern, Poey, & Otis
2004). Like-wise, Beech et al. (2009) emphasize the importance of sexual offenders learning
to manage themselves and propose that Dialectical Behaviour Therapy (DBT) and Cognitive
Analytic Therapy (CAT) be used as they have been shown to be highly effective with sexual
offenders, particularly those with personality, interpersonal and self-control difficulties. Table
16 below contains the sub-themes substantiated with illustrative quotations.
Table 16
Theme 4.4: Psycho-Education and Skills Building
Sub-themes Illustrative Quotes
Increase 
Understanding of 
Emotions
 “...one of the things we do in treatment is we do a lot of reflection on emotion, their 
emotions. How can they understand if they are continually blocking out their own 
awareness?”
 “A need for developing empathy within them for the other person...”
“We definitely go into their past trauma because we also want them to remember what it 
was like to be a child and to be vulnerable. So you start off with a cognitive empathy 
where you teach about empathy and what you should be feeling when you see a child in 
distress and then you tape the victim within your client and hopefully he is going to draw 
on that victim archetype at times.”
“You need to help them understand that emotions are important... the running of 
programs by an individual who really cares about the people, they pick up on it if you 
don’t...”
Identify Triggers “I’d use more of a CBT or life-coaching approach... focus on identifying triggers, ‘where 
are the places you will land up in trouble? Alcohol? Drugs? Certain groups? 
Environments?’ and structure life accordingly”
“Most of my work with guy's are: 'what can we do to make you feel safe?'
…Identifying dangerous situations and staying away from them. If you have been 
molesting in car parks, then park far away from them or in front of the shop so you don’t 
have to walk through it.”
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Table 16 Continued...
Sub-themes Illustrative Quotes
Psycho education 
around Grooming
“There needs to be an education about grooming – and it is not just doing a wonderful 
lecture – its operationalizing the grooming information… that person needs to 
understand and give account of their own sexual abuse cycle, they need to understand the
mechanics of it, and they need to understand the components that contribute to sexual 
abuse offending behaviour as a cyclical process.”
“Don’t underestimate the effect of pornography. It is so binding and secretive and needs 
to be addressed as part of treatment.”
Skills Development 
& Activities
“Getting that person invested in what skills they require, what the deficits are – so, social
skills, anger management – that whole body of skills development... and self regulation 
and self-nurture... so it is looking at helping that person acquire a different set of 
behaviour and values that is going to take them to a new level of higher self regulation 
and self nurturance.”
“...help them deal with the anger... if they just stay in the anger they can’t progress out... 
so, writing letters, Gestalt empty chair method, in therapy and interaction with the 
therapist...”
Theme 4.5: Strong Therapeutic Alliance. A few of the participants stated that trust-
building, time and attention are critical as offenders initially can be very mistrustful. Empathy
is also considered as not only a skill sexual offenders need to learn or acquire, but that they
need to experience – and largely from the treatment provider. The literature supports this
notion, however goes further by including empathy training as a significant component of
treatment (Baim et al., 1999; Ballester & Pierre, 2004; Cantwell, 1995; Collins & Nel, 2011;
Walker et al,. 2004; Whealin, 2009). Most of the participants stated that the relationship
between the offender and the treatment provider is of utmost importance; the treatment
provider needs to be respectful, nurturing and attentive. Some participants reasoned that this
needs to be in place long before any of the serious issues are addressed in therapy. This is
supported by Marshall (2005) who found that treatment providers’ expression of empathy,
warm manner and verbal reward were positively associated with successful treatment.
Treatment providers’ maturity, non-judgementalism and comfort with sexuality are
seen as facilitators to treatment as this fosters the therapeutic alliance with the sexual
offenders. Sexual offenders who feel judged or unaccepted find it difficult to engage in
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treatment. Maturity and comfort with sexuality are important qualities of a treatment provider
as sex is often discussed.
Ward and Marshall (2009) explain that treatment should be aimed at engaging sexual
offenders in the tasks of achieving insight into the development of their own attachment
struggles, improving reflective functioning and enabling the acquisition of skills to improve
their capacity for forming and maintaining adult relationships. The therapeutic alliance can
therefore be seen as a 'corrective experience' for sexual offenders through which they can
safely explore their patterns of relating and with the support and empathy of the treatment
provider, begin to develop meaningful interpersonal connections without a narrow focus on
sexual gratification (Beech et al. 2009).
Assisting sexual offenders to develop these meaningful interpersonal relationships
without the narrow focus of sexual arousal or aggression goes beyond the relationship
between the health professional and the client. Participant A explained that disclosure during
group therapy sessions needed to be carefully facilitated so as not to allow group participants
to become sexually aroused by the stories they hear. In other words, if one group member
gave a detailed account of how they sexually abused a child, for example, this may arouse
another participant. She therefore outlined group rules to limit this. Similarly, Participant F
proposed that groups should be small and that co-therapists should assist in managing
inappropriate sexual behaviour during group work.
The therapeutic alliance was thought to be the principal curative factor in the
treatment of sexual offenders. Every participant commented on this at some point during the
interviews. The participants held that professional supervision, mentorship and training  for
the treatment providers were useful in strengthening the therapeutic alliance. Table 17 below
contains the sub-themes substantiated with illustrative quotations.
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Table 17
Theme 4.5: Strong Therapeutic Relationship
Sub-themes Illustrative Quotes
Trust-building and 
Time
“...let’s be realistic here: it is going to take you at least 6 months after the trial is finished
for you to get into that person’s head because they are scared; and they don’t trust you – 
why should they trust you? So, trust-building is absolutely critical.”
“...curative factors for sexual offenders would be time and attention.”
“I think it is really important for therapists to be very available during the first couple of 
weeks of therapy because this is when offenders who just acknowledge their behaviour 
are very fragile, this is when your suicide attempts or completed suicides happen; a lot of 
people say, well that solves the problem, but it actually compounds the problem for the 
child who thinks ‘I’ve killed him, I disclosed, if I hadn’t said anything he’d still be alive’’
Empathy “We don’t look at empathy in the beginning; we look at victim despair… if these people 
had real empathy would they have done what they did? No! These people need to 
experience empathy to begin to develop it. So your therapeutic interventions need to be 
mega-empathic!”
“Empathy is an important factor but it shouldn’t take over. You need to show them also 
that what they have done is wrong. Or be a bit stern.”
Relationship and 
Unconditional 
Positive Regard
“Relationship, relationship, relationship... and respect and empathy and a respectful, 
nurturing environment...”
 “The element of nurturance and self-forgiveness... they tend to come from a background 
of sexual offences committed around them in their environment and to them... therefore, 
need to be attentive, listen to them and build a relationship long before you try to tackle 
any issues...”
“They have to learn to not hate and judge themselves... and learn to forgive and love 
oneself.”
 “I once had a group of students who were interested in doing sexual offender work, so I 
said ‘well, come sit in on one of our groups’ and I prepared the group… and afterwards 
the offenders were talking about the experience and they said ‘that person should not 
work with people like us’ and I asked them to explain why, ‘they look down on us, there 
was no kind of sense of feeling any connection… but that one over there, she really tried 
to understand where we are coming from…’”
“...to not view them as a criminal but to view them as a person...”
“Curative factors for sexual offenders in general would be acceptance, non-
judgementalism... the running of programs by an individual who really cares about the 
people; they pick up on it if you don’t!”
“Understanding, compassion, perseverance...”
“We need to treat them as humans and respecting them, you don’t get people to change 
by disrespecting them.”
Maturity “I don’t think gender matters all that much, and I don’t think race matters all that much 
anymore and I don’t think age matters all that much – I do think you need a certain 
amount of maturity – it is difficult for very young people to work in this field.”
Comfortable with 
Sexuality
“Training, competent, mature people who are comfortable with their own sexuality 
because you are going to talk a lot of sex. If you are not comfortable, you are not going to
get very far.”
Boundaries (in 
Group Work)
“... We did not ever allow long descriptions... because you don’t want sexual arousal in 
your group to the wrong kind of information... so, no long descriptions that will turn 
someone on.”
“I walked into a room with a guy masturbating in the back while she is trying to give her 
sexual offender rehabilitation program… It is archaic in this country and it is also being 
run by people who don’t understand it, who don’t know why they are doing it and I think 
may be doing more harm than good.”
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Table 17 Continued...
Sub-themes Illustrative Quotes
Professional 
Supervision
“…and the people who run the programs must have specialized training and they must 
have specialized mentoring... ”
“...mentoring is so important to deal with the transference and counter-transference 
issues. If you are not mentored, you can just collapse into that trap.”
“It takes a toll on therapists.”
Theme 4.6: Intervention for Possible Own Victimization: A few of the participants
discussed the importance of addressing possible past victimization which the offenders may
have personally experienced, particularly in childhood. One of the health professionals stated
that the similarities between victims and offenders of sexual abuse are ‘tight’ and that she is
yet to encounter a paedophile that has not been abused. Another participant reasoned that
sexual offenders need to work through any anger they may be experiencing due to past
victimization as it is this anger that influences their offending behaviour. Sexual offenders
who had witnessed domestic violence as children were of particular concern and participants
stated that it is crucial that this be addressed during treatment. This has been well documented
in the research (Beech et al., 2009; Bourke, 2007; Mathe, 2007; Von Meck, 2011) and also
considered an important aim of treatment (Adams, 2003; Kikuchi, 1995; Knight & Sims-
Knight, 2004; Travis, 1998; University of Washington, 2008). Participant A added that not
only are many sexual offenders victims of abuse, but also of neglect and deprived of healthy
touch and nurturance. She therefore incorporated boundaried and appropriate acts of physical
touch into the treatment program. Table 18 below contains the sub-themes substantiated with
illustrative quotations.
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Table 18
Theme 4.6: Intervention for Own Victimization
Sub-themes Illustrative Quotes
Aetiology of Sexual 
Abuse in their own 
Histories
“...one needs to start looking at what would have caused this person to start sexual 
offending in the first place... to gain self-insight... their own history... past victimization”
“The similarities between victim and offender treatment are tight; because so many of 
these offenders are victims themselves – I am yet to come across a paedophile who was 
not abused in childhood; but they don’t all see it as abuse... a lot of research shows that 
exposure to domestic violence is higher than exposure to sexual abuse – we always used to
think this was learnt behaviour, but now all the research coming out on exposure to 
domestic violence impacting on the brain development of children is something we should 
be looking at far more closely.”
“Sometimes you need to access their own past trauma which might be what motivates 
their behaviour. Sexual offenders do not have a higher sexual abuse history than the 
general population but if it is there I go back to it and we work with it. I always think 
physical abuse is a big thing, but sexual abuse no. There was a study done where men 
reported sexual abuse, about 60 % of them. They were told that they are going to have a 
polygraph  and if they are lying it will affect their sentence and the numbers dropped to 
28%. We think that they exaggerate sexual traumas.”
“You have to gently deal with their past traumas and what has led them to this path for 
you to react this way. What made you or drove you to hurt someone like that. “
“A lot is based on how you felt when it happened to you. The emotions involved with how 
you felt and what you have done to someone else. I share the consequences of their actions
also after they shared their feelings.”
Nurturance and 
Touch
“...because these are men, and children and women who have nurturing deprivation, 
touch deprivation… we use touch in terms of, when we introduce someone new to the 
group we shake hands, if someone starts to cry in the group, I will reach out and touch 
them.”
Theme 5: Barriers to Treatment
All the participants identified conditions in prison as a barrier to treatment. Other
barriers reported related to ethics, professional’s attitudes, the sexual offenders’ attitudes,
treatment providers and the broader South African context.  Table 19 below indicates the
themes and sub-themes of the barriers to treatment.
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Table 19
Theme 5: Barriers to Treatment, Themes and Sub-themes
Theme Sub-Themes
Conditions in Prison Poor Treatment Offered in Correctional Services
Prison Context
Ethical Obligations Confidentiality and Disclosure
Professional’s Attitudes Attitudes of Professionals
Ignorance of Professionals
Legal Strategy
Sexual Offender’s Attitudes Resistance to Treatment
Lack of Self Awareness
Cognitive Distortions
Treatment Providers Transference and Counter-transference
Personality and Gender
Vicarious Trauma
The South African Context Sentencing Without Proper Assessment
Sexual Offenders with Intellectual Disabilities
Lack of Sufficient Policies, Protocols and Legislation
No ‘Dangerous Offender’ Law
Legal System
Lack of Funding
Theme 5.1 Conditions in Prison. All of the participants stated that the treatment
provided in prisons was inadequate and that the prison environment actually perpetuates
offending behaviour. Offenders are subject to gangsterism, drugs, rape and other forms of
violence which are not conducive for treatment and therapy. Another barrier identified was
that of sexual offenders who lack self-awareness and that the prison environment is not
conducive for introspection, but rather are required to focus on the external dangers. This has
been well documented in the literature (Sloth-Nielsen, 2005; Dissel and Kallopan, 2002;
Parliamentary Monitoring Group, 2010; Bourke, 2007; Hesselink-Louw & Schoeman, 2003)
and yet the conditions remain dire.
One of the participants, who worked in a correctional services facility before, stated
that it was very important that she acknowledged the harsh realities of the penal system
during therapy and provide her clients with stabilizing and grounding towards the end of the
therapy session. She believed that this helped them transition back into the harsh prison
environment which was very difficult for an offender to tolerate if they were feeling
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vulnerable after a therapy session. Table 20 below contains the sub-themes substantiated with
illustrative quotations.
Table 20
Theme 5.1: Conditions in Prison
Sub-themes Illustrative Quotes
Poor treatment 
offered in 
Correctional 
Services
“...and what person tells you is happening in prison is not what is actually happening in 
prison, that’s another story as well.... We have had offenders who have gone to the court 
and said give them an opportunity at community based treatment – the prison social 
worker will stand up and say but we offer the same program in the prison, so off to prison
they go. After prison they come to us and say ‘nothing happened’ and that is a huge 
indictment in our system.”
“Our correctional services are falling way short of the mark in terms of therapy that is 
provided within the facility… it is absolutely not adequate mostly because of funds and 
allocations…”
“A problem in this country is that there is one blank  approach… in the prisons they have
basterdized versions of what Participant D brought into the country from overseas and 
what Participant A brought into *****  and it’s one blanket approach for everyone.
“I really don’t know how much help they are going to get in prison because that has its 
own issues.”
Prison Context “Our prisons are becoming, in my mind, warehouses”
“The intake of prisoners is extremely traumatic; especially the awaiting trial section in 
****** Prison...”
“The rape, the environment of never having privacy, observing rape of others... which 
means if you are not into that, you have no say, because there are others that rule the 
prison... you don’t mess with the hierarchy... they are suffering PTSD from committing 
the crime and then the trauma of the trial and the intake into prison, the uncertainty of 
what to expect in prison... it is physically not a safe place, it’s emotionally not a safe 
place, it’s mentally not a safe place.”
“Also, the knowledge that when you leave there, you are not going to get work”
“The last 15 minutes I would just ground them because I was very aware of the situation 
they would walk into once they walked out the door... correctional facilities are tough...”
“They had a manual with my program, that was their private stuff that I would keep for 
them it it’s not safe with them...”
“So you can send your person to jail, but it doesn’t mean they will come out better, they 
may come out worse; because of the violence they experience in prison. You actually 
have to block off your sensitivity to the violence perpetrated on yourself; so if you block 
off your own feelings, you certainly not going to be sensitive to the feelings of others 
because sensitivity and acknowledgement of your own feelings…”
Theme 5.2 Ethical Obligations. Some debate surrounds the issue of fostering trust as
part of the therapeutic alliance and encouraging honesty from the sexual offenders and
obligations to report any crimes committed. One participant believed that this is not
conducive for treatment as the ramifications for honesty can include serious legal
consequences. Certain health professionals have also been known to treat clients for ‘sex
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addiction’ rather than refer them for sexual offending intervention in order for the economic
benefits as they could continue to see sexual offenders for treatment at the sexual offender’s
expense. It was also thought that for these health professionals to frame the presenting
problem as ‘sex addiction’ enabled them to avoid reporting a crime(s) and have their patients
continue with treatment. As will be discussed in Theme Six: Theoretical Frameworks,
addiction theory can play an integral role in the treatment of sexual offenders by assisting
them to identify and better manage triggers and sexual arousal patterns.  However, as pointed
out by one of the participants, treatment that is focused purely on ‘sex addiction’ results in
the actual sexual offending behaviour not being sufficiently addressed and often not even
being acknowledged as a criminal offence with legal repercussions.  Each participant
interviewed had a different interpretation of reporting which testifies to the lack of specific
guidelines in place for health professionals’ work with sexual offenders. Considering the
conditions of prison highlighted above, it is evident that participants were frustrated with the
system and do not believe it sufficiently protects children and the public. Health professionals
not reporting the crimes their clients commit appears to be out of fear that sexual offenders
will not receive adequate sentencing or rehabilitation – and not return to treatment as trust has
been broken. This places health professionals in a very difficult position and at risk for losing
the licenses to practice. Table 21 below contains the sub-themes substantiated with
illustrative quotations.
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Table 21
Theme 5.2: Ethical Obligations
Sub-themes Illustrative Quotes
Confidentiality and 
Disclosure
“...our system is all wrong: we don’t reward people for honesty: so we push them against 
the wall instead of offering them something... if you have someone who discloses abusing 
another child you are obligated to report and then now as professionals we are expected 
to run off and report it to the police – there should be some exceptions; maybe if a child’s 
life is in danger of being abused again you report that but if you have an offender who’s 
began to acknowledge his behaviour you want him to tell you.”
“Well we know that when people are in therapy they tend not to be offending – or will 
offend less than if they were out of therapy… I work with offenders because it is going to 
save that little girl somewhere, or that little boy…. I don’t want to turn anyone away for 
sexual offending because I think they are turned away and they are abhorred in society… 
We are mandated to report it if we know someone is abusing. That puts them in a tricky 
situation where they can't access service because someone might or has to report them. I 
don’t always report especially if it is in the past.  If you are abusing someone now, then 
yes of course, report!”
Theme 5.3 Professional’s Attitudes. Professionals including psychiatrists,
psychologists, social workers, police, and lawyers are sometimes found to be colluding with
sexual offenders, blaming victims and perpetuating myths surrounding sexual abuse. One of
the participants gave the example of lawyers who encourage sexual offenders to not plead
guilty as they have developed a strategy to discount the witness’ testimony in court. This
furthers sexual offenders’ denial and not taking responsibility for treatment. One participants
shared an account of a psychiatrists who colluded with the sexual offender, possibly who out
of ignorance, by blaming his wife for his sexual offending behaviour. On the other end of the
spectrum, some professionals were described as being punitive, judgmental and/or fearful of
sexual offenders and that this was not helpful and did not bode well for treatment. Table 22
below contains the sub-themes substantiated with illustrative quotations.
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Table 22
Theme 5.3:  Professionals’ Attitudes
Sub-themes Illustrative Quotes
Attitude of 
Professionals
“The attitudes of professionals, like psychiatrists, psychologists, social workers, 
prosecutors, police – police do the most damage – they haven’t a clue how to manage 
offenders... I have had police take an offender on arrest into a cell and say ‘he is a sexual
offender and he just abused a child, do what you want’
“Psychologists are unwilling to work in this area...”
“The ‘self’ of the counsellor: if he or she is afraid or judgmental, they won’t trust you...”
“And then you speak to a lawyer that says 'Yes but the victim is a moffie' You cannot 
believe it. That is the kind of thinking attached to their crimes. And it is not only them.”
“With people who have access to resources, medical aid for instance... I’m not sure if it 
is ignorance or economics, but what’s happening with particular sex offenders if they see
a certain body of therapists (psychologists, psychiatrists, social workers)... while that 
person is paying top dollars for their treatment, there’s the very comforting label of ‘sex 
addict’ so they pay up front and engage in sex addiction interventions which is primarily 
self-help, like the AA principals  and the moment they run out of their money and can no 
longer pay the treatment providers involved have caught a glimpse that these aren’t sex 
addicts – the paedophiles, rapists and stalkers – then they want to kick them out and say 
got to the CATs program that’s for people like you...“
“You don't find many people that want to work with sexual offenders, sometimes when 
they do, they just become angry or they work with them for the wrong reasons.”
“The mindset of social workers that has to change...to work with offenders. You have to 
have a passion to work with sexual offenders. To not judge them. My first thought is this 
older man that needs to be locked up and what has driven him to hurt a child.”
Ignorance of 
Professionals
“I once had a guy who went to a psychiatrist... now he had been abusing his own 
daughter for years and they lived with her step-mother who was very bonded to this 
child. Now there was a lot of oral sex involved in this abuse... so he goes to the 
psychiatrist and the psychiatrist says I want to see your wife and she comes to the next 
consultation, and the psychiatrist says ‘You know Mrs., if you gave your husband more 
oral sex, he would not have to go to your daughter.’ The wife says to me she stormed out 
his room as angry as anything and she said it felt like she was given total responsibility 
of his behaviour.”
Legal Strategy “We always used a process of constructive confrontation, but for that to be successful we
would have to see the men before the police, their lawyers or the courts got hold of them 
– because the lawyers would say ‘Don’t plead guilty, we will win this case… the child is 
a bit retarded, we will easily break them down as a witness…’ lawyers are sick!”
Theme 5.4 Sexual Offenders’ Attitudes. One of the participants stated that sexual
offenders’ resistance to therapy and the belief that they do not need treatment is a major
barrier. This is particularly a problem for sexual offenders who are court-mandated and may
feel forced or obliged to be in treatment. They may be deceitful and pretend, but not truly
engage in treatment. Considering South Africa's 'rape culture' which perpetuates victim-
blaming, gender inequality, homophobia and ascribes violent impressions of masculinity
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(Bourke, 2007; Cohen & McKenna, 1981; Lindow, 2009; Phamodi, 2011; Von Meck, 2011)
it is no surprise that the sexual offenders the participants treat are often resistant to therapy or
do not believe that their actions are wrong. Table 23 below contains the sub-themes
substantiated with illustrative quotations.
Table 23
Theme 5.4: Sexual Offenders’ Attitudes
Sub-themes Illustrative Quotes
Sexual Offender’s 
Resistance to 
Therapy
“Sexual offenders don’t think they have a problem... then they don’t seek help...if under 
the law they are told to see therapist... if they feel forced, obliged to, this is a problem... 
they don’t engage in treatment... they deceive, play-acting an no work is happening 
intrinsically...”
Offenders’ Lack of 
Self Awareness
“From the prisoner’s perspective, the lack of self-awareness is a definite barrier... the 
lack of self-awareness comes from being taught distrust: if you constantly need to watch 
your surroundings to check who you can trust, you take your eyes off yourself... and in a 
way prison is that situation again because you have to be aware of what’s going on 
around you – you have to know where you should or shouldn’t be walking and who you 
should or shouldn’t be asking for things... there’s a feeling of ‘I cannot trust anyone 
outside, I have to keep watching them, I don’t have the time or inclination to look 
internally...”
Cognitive 
Distortions
“In the therapeutic process itself is… defense mechanisms coming through. The 
rationalisation or justification or the lack of understanding… 'You know she rubbed her 
fanny against my leg… she must have wanted to'. The way they see children and think 
about it is quite a big barrier.”
Theme 5.5 Treatment Providers. Issues of transference and counter-transference
were also judged to be barriers as certain sexual offenders; particularly pedophiles are
incredibly tuned into the interpersonal space and manipulation that treatment providers may
be drawn into and end up colluding with the offender. There is also the danger of treatment
providers being unsettled by the offending behaviour described by the offender that they may
wish to withdraw which can be detrimental for treatment. Treatment providers with
insufficient supervision and heavy caseloads may be susceptible to vicarious trauma and
burnout.
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Gender may play a role here too as male service providers may be challenged by the
shamefulness of what other men are doing. There is also the fear that male treatment
providers will collude with sexual offenders; however this was thought to be possible for
females too. In reflecting on the all-female sample in this study, it appears as though most
treatment providers in the area are female. Historically, rape and sexual abuse has been
framed as ‘women’s issues’ and with the influence of feminist pedagogy, ideology and
activism, women have gravitated towards working in this field. Many of the participants
migrated to sexual offender work from working with children or adult survivors of sexual
abuse, which has predominantly been considered the work of female health professionals,
although thinking around this is changing. A mini search of literature has shown that less
research has been done on exploring this phenomena, highlighting an area for future
investigation (Walling, Jakul & Ellerby, 2012). Another study identified special training for
female clinicians due to stereotypical gender scripts (e.g., expectations that women must
identify with victims) and biases that women are less capable of handling challenging
offenders which result in stigmatization of female clinicians (Ermshar & Meier, 2014).
Treatment providers are required to be firm and confrontational at times and those
with retiring personalities may find this very difficult to do. Despite the participants’
emphasis on the need for training and supervision as the treatment of sexual offenders is
considered a sub-specialty, only one of the participants interviewed received formal training.
Table 24 below contains the sub-themes substantiated with illustrative quotations.
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Table 24
Theme 5.5: Treatment Providers
Sub-themes Illustrative Quotes
Transference & 
Counter-
Transference
“...you see, what people forget, in order to seduce a child, you need to be very tuned-in to 
that child, especially if you want continued access to that child. If you hurt the child, 
frighten the child, the child is far more likely to disclose or someone to discover it… and 
children are far less likely to continue coming, because children are rewarded for 
engaging in this kind of behaviour. So I find that certain categories of offenders, 
particularly your paedophiles, are so tuned-in to the interpersonal space – and you have 
got to be very, very careful because it is so easy to get hooked into that...”
“Psychologists... what triggers in themselves...once the client tells you what they have 
done that may be a difficult thing to deal with and should they decide not to continue, this 
can be very harmful to therapy...”
Personality and 
Gender
“In my experience, men who have worked with me, it was very difficult for them to engage
with the shamefulness of what other men were doing…”
“There is the fear of men that they will collude with one another - if I look at the referrals 
I get from male service providers it’s not unusual for them to say, ‘you know, there’s 
always two sides to the story... the child was provocative, this is really a nice man, I think 
it is a misunderstanding...’ that is not to say that women don’t”
“This is not a place for women who are ambivalent about confrontation. This is not a field
for people who are retiring in their personalities because you are working with a 
population that is always one step ahead: divisive, manipulative, who continue to try alter 
your reality...”
Vicarious Trauma “There are a lot of studies which talk of the vicarious impact of women working with 
sexual offenders. In my experience, those who have seen 10 [sexual offender clients a 
day], they look terrible!”
“I mean you sit and work with an offender and he tells you how he has abused a child and
you go home and your partner gets all lovey-dovey, ‘I mean excuse me, but you can take 
that somewhere else tonight.’ you know that kind of thing. You’ve got to know how to deal 
with the impact of it on yourself.”
Theme 5.6 The South African Context. The lack of comprehensive assessment of
sexual offenders prior to sentencing was deemed to be a barrier to treatment as often the
conditions of sentencing are not suitable for a specific sexual offender. Insufficient policies,
protocols and legislation were also identified as barriers to treatment. Sexual offenders with
intellectual disabilities are often not sentenced and released back into the community where
they continue to offend. High-profile and first-time offenders are treated the same way as
there are no guidelines on how to manage these differences and special requirements. Of
particular concern are dangerous offenders who continue to offend as they do not receive
tailored treatment and sentencing.
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The barriers identified by the participants highlight how broader social constructs
impact on their work with sexual offenders. The lack of policies, practice guidelines,
specialized training opportunities, efficient treatment and conducive conditions in
correctional services testifies that despite progressive legislation such as the Sexual Offences
Act of 2007 and the 2005 White Paper on Corrections, South African government and society
is still inadequately addressing the national rape crisis (Earl-Taylor, 2002; Institute for
Security Studies, 2012; Jewkes e t al., 2009; Lindow, 2009; Phamodi, 2011; Von Meck,
2011). Table 25 below contains the sub-themes substantiated with illustrative quotations.
Table 25
Theme 5.6: The South African Context
Sub-themes Illustrative Quotes
Sentencing without 
Proper Assessment
“...court has to understand that community-based programs are not for everybody and 
that they need to have a proper assessment before they are sentenced… and they also 
have got to understand that prison exacerbates sexually violent behaviour. So you can 
send your person to jail, but it doesn’t mean they will come out better, they may come out 
worse; because of the violence they experience in prison.”
“Adults are not always assessed… which is very problematic.”
Sexual Offenders 
with Intellectual 
Disabilities
“The mentally disabled... now this is a group that is totally neglected in our society 
because often they are found to be unfit to stand trial and where they are found unfit to 
stand trial, there is no service for them... because they are not often, unless they are 
mentally ill, they are not accepted in mental hospitals, they are just sent back into the 
community to reoffend... it is a forgotten group. The country needs a wake up! Because 
they are repeat offenders... they could also do a lot of harm.”
Lack of Sufficient 
Policies, Protocols 
and Legislation
“We don’t have the protocol, the policies and legislation that takes sexual offender 
management seriously... disconnect we have with legislation and implementation is a 
problem... we haven’t thought this through. There is no regulation of who does what 
sexual offenders and there are no standards, norms and guidelines that raise 
accountability...”
“We’ve got wonderful legislation that says ‘this is a crime’ and they provide a penalty 
‘you got to prison if you did grooming’ but there is nothing that says what exactly did you
mean by ‘grooming,’ so there is a penalty, but they are not defining what the crime is.”
“We’ve got this whole thing about the sex offender register and there’s a debate about 
the constitutionality of that... we take parts of what is best practice legislation of other 
countries and just implement it here, but the context is different.”
“There are no systems in place...what do we do after it has been reported?”
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Table 25 Continued...
Sub-themes Illustrative Quotes
No ‘Dangerous 
Offender Law’
“We have not got a clue what to do with very dangerous predators and I’m not talking 
about infant rape; I’m talking about the man that puts a lot of energy into a rural 
community, gives everybody food, teaches the kids how to drive and infects half the kids 
with gonorrhea. When there’s an investigation, nobody is going to give statements and 
when that person maybe gets caught, when he gets out he just goes to another community 
that is more vulnerable – and goes from community to community and we have got no 
clue what it is we should be doing. In the US they have an indeterminate sentence for 
instance where very dangerous offenders are removed from the society for the rest of his 
life…”
Legal System “If my daughter tells me she was abused by some uncle in the family, I do not think that I 
will go through the legal system if I have an option and I would advise her not to also. It 
is an awful, awful system. That’s a big barrier.”
“It’s difficult working with the victim and getting them to say on several occasions what 
had happened to them and then the court find the perpetrator not guilty… When the 
perpetrators are found not guilty, we try and reassure the children that it doesn’t mean 
that they are not believed...”
Funding “To come into a patient program you have to have money or medical aid… the 
government has to fund NGOs that provide support if they want the jails to be emptier…”
“…financially and access to treatment…”
“There are so few programs out there…”
Theme 6: Theoretical Frameworks
All of the participants concurred that an integrated and eclectic approach to treatment
must be adopted. In addition, they identified a range of other theories and modalities which
inform their practice; these are either adopted as a result of their clinical training, personal
and religious views and/or evidenced-based. Table 26 below indicates the themes and sub-
themes of the theoretical frameworks health professionals use to guide treatment.
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Table 26
Theoretical Frameworks, Themes and Sub-themes
Theme Sub-Themes
Integrated and Eclectic Approach Adapted to the Individual’s Needs 
Evidence-based Programs Valid Research and Evaluation
Specific Modalities Family Therapy
Person-centred Approach
Reality Therapy
Crisis Theory
Cognitive Behavioural Therapy
Psychodynamic and Psychoanalytical Approach
Narrative Therapy
Eco-systemic Psychology
Addiction Theory
Faith-based Training
Theme 6.1 An Integrated and Eclectic Approach.  All the participants stated that
more than one theory or therapy is required to work with sexual offenders due to the
complexity of the issues and the diversity of the population. One participant said it is
important to have one theory that informs your understanding (which for her was
Psychodynamic) and then have a range of other therapies to draw from. An integrated and
eclectic approach is also advisable in the literature due to the heterogeneity of the population
and importance for treatment to be adapted to the specific needs of each offender (Beech et
al., 2009; Keeling et al., 2007). The effectiveness of these therapies has encouraged the
adoption of a corrective form of justice (Horley, 2006). Table 27 below contains the sub-
themes substantiated with illustrative quotations.
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Table 27
Theme 6.1: Integrated and Eclectic Approach
Sub-theme Illustrative Quotes
Integrated and 
Eclectic Approach
“It is like an umbrella: you have got to be person-centred, so you start with the 
individual stuff, but you carry that into the group as well. So some of your group work is 
not just the group dynamics, but it is demonstrating to others how struggle through some 
of the personal issues. And then under this, is your Cognitive-Behavioural, which will 
probably be the biggest part of the umbrella; you might have some psychodynamic 
stuff…”
 “You are not working with a simple process and you are not dealing with a simple 
problem and a simple channel, it is very complicated. So you assess and see what is 
necessary and when.”
“...one of the other challenges of work in this field is that you are working with a 
population who are all very different... so you have got to have a very broad range of 
skills and knowledge and models.”
“What seems to be emerging is an integrated and eclectic approach where you use 
components of CBT, addiction theory, systemic approach and strength-based approaches.
Recently there has been more of the rehabilitation theory approach and restrain theories.
So there is no one theory that gives you the tools to manage sexual offenders.”
“If your only tool is a hammer you are in trouble if every problem is not a nail.”
“You need to have one theory that shapes your understanding and then your therapy 
techniques that draws from a range of therapies... in terms of discourse and engagement, 
that has come largely from my clinical training [psychodynamic]…’
“Theoretically you cannot only work with one system.”
“There is no specific theory that I do. I use various theories and change it to suit the 
client.”
Theme 6.2 Evidenced-based Therapies. Therapies that have been shown to have
positive outcomes with sexual offenders was identified as important by one of the
participants. She stated that if the treatment modality or technique is not evidenced-based it
should not be utilized unless indicated by the assessment of the sexual offender. Table 28
below contains the sub-themes substantiated with illustrative quotations.
Table 28
Theme 6.2: Evidence-based Programs
Sub-themes Illustrative Quotes
Valid Research & 
Evaluation
“...you’ve got to look at evidence, because there is evidence and then there is 
evidence…”
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Theme 6.3 Specific Modalities used in the Treatment of Sexual Offenders. A wide
range of therapies were identified as being important to draw on in treating sexual offenders.
The Person-Centered approach was thought of as the over-arching therapy with emphasis
being placed on the humanity of the offender and treating him or her with respect and dignity.
Cognitive-Behavioural Therapy was identified by many of the participants as a very useful
and successful treatment with sexual offenders. In terms of evidence-based practice,
cognitive behavioural therapies have been reported to be especially effective with sexual
offenders, as the participants have highlighted too (Mathe, 2007; Laws & Marshall, 2003).
Family Therapy was also drawn on quite strongly as offender’s families are also
involved in the treatment process. Family Therapy is also used as part of group work. Other
therapies mentioned include Narrative Therapy, Reality Therapy, Crisis Theory, Eco-
Systemic Theory, Addiction Theories (and principles from Alcoholics Anonymous) and one
participant mentioned faith-based theories. Many of the participants said the Psychodynamic
or Insight-Oriented therapies can be used, only after careful assessment and with other an
integrative approach as research and experience shows that they do not work well with sexual
offenders.
Participants' professional registration, training and years of experience influenced the
theories they chose to inform their understanding of sexual offenders and guide treatment.
For Participant D and F who were clinically trained in sexual offender treatment and in
clinical psychology, psychodynamic theories informed their practice, though they used
techniques from other modalities where indicated. Participants B. C and G who had minimal
training when they worked with sexual offenders stated that they had used theory to guide
their practice other than relating to their clients in accordance to Person-centered principles.
Table 29 below contains the sub-themes substantiated with illustrative quotations.
 
 
 
 
HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT 71
Table 29
Theme 6.3: Specific Modalities used in the Treatment of Sexual Offenders
Sub-themes Illustrative Quotes
Family Therapy We use quite a lot of Family Therapy and family work, but we also use family therapy in 
the group work… I like working with Minuchin because it is so simple. But there is the 
Malan school.”
“Contextual present, contextual past and contextual future… because a lot of offenders 
we come across, they have issues relating to family and issues relating to their family of 
origin. We do a lot of genograms and things like sculpting…”
Person-Centred 
Approach
“Carl Rogers... sitting across from another human being and treating them as a human 
being – not as a sexual offender, not as a man, not as a woman, a black person, a gay 
person... but seeing them first and foremost as another human being...”
“It is like an umbrella: you have got to be person-centred, so you start with the individual
stuff, but you carry that into the group as well.”
“Rogers, I always worked from a Roger’s point of view.”
“Here we are people centered. It depends on my client.”
Reality-Therapy “...there is a theoretical model that has kind of gone out of vogue, but it has a theoretical 
base that is not very tight, but there is a mode of therapy called ‘Reality Therapy’ – the 
person who wrote about that is Glasser – I go back to that.”
Crisis Theory “We also use Crisis Theory, because the child’s disclosure brings them to a crisis point 
and we capitalise on that.”
Cognitive 
Behavioural Therapy
“From a CBT perspective, for me it is more of a life-coaching skill... so you’re basically 
looking at the person’s day and identifying where the problems are when they will land up
in trouble and help them to structure their life so that they will avoid temptation...”
“For a long time it has been the cognitive behavioural inputs, relapse prevention...the 
criticisms around that is if you only use CBT approaches it is like you’re getting that 
person to be a ‘mind policeman’ and life is not that simple. A lot of these folk do have 
mind policemen...”
“Yes, so you have got to a very broad range of skills and knowledge and models – 
although, we stick pretty much to the Cognitive Behavioural model as that is what 
appears to have most success - but you cannot exclude the possibility of using other 
modalities when necessary.”
“I think CBT is really probably is the most supported method of treatment but, it is not 
working very well on juvenile offenders.”
Psychodynamic and 
Psychoanalytic 
Therapies
“Psychotherapy as a standalone is still highly contentious, or against sexual offence 
reduction or stopping the problem completely...”
“A lot of people who work psychoanalytically will tell you that they go back to look at 
where this could have come from.”
Narrative Therapy “Re-narrating their life story, or rewriting their story – giving them almost a blank slate...
‘Let’s follow those narrative techniques of looking at who was good to you in your life? 
How cherished you were by some people? And what image does that give?’...build 
memories on these and start to recognize the positive elements and build on that.”
“There is also Narrative Therapy which you often find listed under Family Therapy 
models and practices, but I think Narrative Therapy also stands alone.”
“Older children we do some narrative therapy with.”
Ecosystemic 
Psychology
“Ecosystemic is important... where does this person fit into their system? Family, socio-
economic background, culturally (in South Africa these things can be incredibly 
complex), politically, age, education level, support system... Who has been touched by 
their violence? How has their behaviour affected all these systems?”
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Table 29 Continued...
Sub-themes Illustrative Quotes
Addiction Theory “The 12 step program is fantastic...”
“The Recovery Bible will also help them...”
“John Money and Patrick Khann's talks about the different development of the sexual 
arousal template and looking and trying to change that.”
Faith-based Training “I also did the basic Christian counselling course.”
“My reference is the Biblical perspective... Theophostic prayer ministry; it’s a renewal of 
the mind and places the responsibility of the perpetrator who is committing the act of 
violence”
Conclusion
The findings of this study provide insight into the clinical reasoning that informs the
planning of treatments for sexual offenders by the health professionals that work with them.
In particular, on what health professionals perceive to be the curative factors in the treatment
of sexual offenders. The findings were generally consistent with that reported in the literature
and serves to validate the existing body of knowledge.
The health professionals interviewed came from different backgrounds: most started
off by working with children and then migrated to sexual offender work, while others initially
worked and volunteered in correctional services prior to going into private practice.
Participants held that sexual offenders need to be treated in all settings (see also
Bourke, 2007; Keeling et al., 2007); however, they were concerned about the inadequate
treatment offered in correctional services and the harshness of the prison environment
consistent with sentiments expressed by Bourke (2007), Fourchard (2011), Parliamentary
Monitoring Group (2010) and Sloth-Nielsen (2005).
A range of curative factors were identified by health professionals. The major findings
were that treatment needs to be assessment-driven and tailor-made to suit each sexual
offender due to unique needs of the individuals. Sexual offenders are understood to be a
heterogeneous population and therefore a generalized approach to treatment is disposed to
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negative outcomes. This is supported by the literature which asserts that assessment is non-
negotiable (Beech, et al. 2009; Keeling et al., 2007; Omar & Patel, 2013).  
Empathy training was considered a significant component in the treatment of sexual
offenders in the literature (Baim et al., 1999; Ballester & Pierre, 2004; Cantwell, 1995;
Walker et al., 2004; Whealin, 2009). The participants, however, emphasized that not only is it
a skill sexual offenders need to be taught, but more significantly, what they need to
experience personally – and largely from the treatment provider.
Treatment providers who exhibited maturity, understanding, non-judgment and
unconditional positive regard towards sexual offenders were seen to effectively facilitate
treatment. Treatment provider’s warm manner and empathic stance combined with
professional supervision and maturity were identified as crucial in developing a strong
therapeutic relationship which all of the participants avowed to be crucial in the treatment of
sexual offenders (Marshall, 2005, 2009).Major barriers to treatment were deemed to be the
lack of sufficient policies, protocols and legislation guiding the treatment of sexual offenders
and the sentencing of dangers sexual offenders. Lack of funding and community lack of
understanding were also identified as obstacle. These barriers echo reports in Earl-Taylor
(2002), Ghatotakis (2010), Institute for Security Studies (2012), Jewkes et al. (2009), Lindow
(2009), Parliamentary Monitoring Group (2010) and Rape Crisis (2014). An integrative and
eclectic approach was reasoned to be the best theoretical framework for sexual offender
treatment; however person-centred and cognitive behavioural theories were considered the
most useful (Beech et al., 2007; Laws & Marshall, 2003; Mathe, 2007)
Every participant verbalized that rape is a major concern in South Africa and that the
government is falling short in addressing the crisis. These notions are extensively supported
by the literature which underscores the ongoing rape crisis in South Africa (Carter, 2014;
Earl-Taylor, 2002; Ghatotakis, 2010; Hesselink-Louw & Schoeman, 2003; Institute for
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Security Studies, 2012; IRIN, 2013; Jewkes et al., 2009; Kambula, 2013; Knysna-Plett
Herald, 2014; Lindow, 2009; Loggenberg, 2014; Moffett, 2009; Moolman, 2013; Ndebele,
2014; Parliamentary Monitoring Group, 2010; Phamodi, 2011; Rademeyer, 2013; Rape
Crisis, 2014; Smith, 2012; Von Meck, 2011). Participants spoke extensively of the South
African context as maintaining a ‘culture of rape’ comprising of oppressive patriarchal
traditions, victim-blaming, gender and economic inequality, high rates of crime and the
depiction of violence and prejudice in popular music and the media. 
Recommendations
The study underscores the importance of utilizing an assessment-driven and
integrative approach to the treatment of sexual offenders as unique individuals each with their
own specific needs. It raises concern over existing programs that are indiscriminate in nature.
The findings also highlight the need for specialized training in the field which is
earnestly lacking in South Africa. It is recommended that health professionals in the field
pursue further training and supervision in the field of sexual offender treatment.
Results from this study reinforce the literature which underscores the need for specific
protocols, policies and legislation to guide the management and treatment of sexual offenders
in South Africa whether in correctional services, community-based or private practice. It is
therefore recommended that health professionals working in the field advocate for policy and
legislation reform to guide their practice. These need to draw on international evidence-based
practices and be carefully adapted to the South African context. Ongoing research and
evaluation will be essential to monitor the implementation of these interventions with sexual
offenders.
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Limitations of the Study
The limitations of this study include the limited generalization to the greater health
care workforce that deals with the rehabilitation of sexual offenders due to the small sample
size, however, the aim of this study was not to generalize.  Another limitation of the study is
that professionals employed in correctional services were not interviewed. In addition, one of
the participants had little time available for the interview and therefore less data was collected
during this interview.
Significance of the Study
Little is known of the clinical reasoning that informs intervention with sexual
offenders in South Africa. This study provides some insights into health professional's
perceptions of the curative factors in the treatment of sexual offenders.
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UNIVERSITY OF THE WESTERN CAPE
Department of Psychology
Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21-959 2283, Fax: 27 21-959 3515
E-mail: mrsmith@uwc.ac.za
INFORMATION SHEET 
Project Title: Health Professional’s Perceptions of the Curative Factors Needed in the Treatment
of Sexual Offenders
What is this study about? 
This is a research project being conducted by Ms, Jenna-Lee Procter, Dr. M. R. Smith and Ms. E.
Munnik at the University of the Western Cape.  We are inviting you to participate in this research
project because you have worked in the field of sexual offenses and/or rape.  The purpose of this
research project is to explore your perceptions about the curative factors that should be included
in or inform the treatment of perpetrators of rape. 
What will I be asked to do if I agree to participate?
You will be asked to share with me what your perceptions are about the curative factors in
treatment for perpetrators of rape. Our discussion will take place in the form of an interview. The
duration of this interview will be 90 minutes. The interview discussion will be structured to
ensure that we cover all aspects of treatment as operationalised in my study. In order to assist us
in accurately capturing your thoughts and feelings, we will audiotape the interview.
Would my participation in this study be kept confidential?
This research project involves making an audiotape of your participation in the interview. This
information will be accessed by myself and my supervisor. We will do our best to keep your
personal information confidential.  To help protect your confidentiality, your name will not be
mentioned in my research project and the tape recording will be destroyed at the end of this
study. This information will be kept locked in a secure safe at all times.   All participants will be
asked to undertake to keep the content of the discussion confidential. If we write a report or
article about this research project, your identity will be protected to the maximum extent possible.
   
What are the risks of this research?
There are no known risks associated with participating in this research project.
What are the benefits of this research?
The benefits to you include 
 An opportunity to reflect on the planning of treatment for sexual offenders
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 An opportunity to reflect on the issue of treatment for sexual offenders
Do I have to be in this research and may I stop participating at any time?  
Your participation in this research is completely voluntary.  You may choose not to take part at
all.  If you decide to participate in this research, you may stop participating at any time.  If you
decide not to participate in this study or if you stop participating at any time, you will not be
penalized or lose any benefits to which you otherwise qualify.
Is any assistance available if I am negatively affected by participating in this study?
Appropriate referrals will be made if unforeseen negative impacts arise.
What if I have questions?
This research is being conducted by Ms, Jenna-Lee Procter at the Department of Psychology at
the University of the Western Cape.  If you have any questions about the research study itself,
you can contact 
Ms, Jenna-Lee Procter
    Dept of Psychology, UWC
021-9592283/ 0824127498
info@rapeoutcry.co.za 
Should you have any questions regarding this study and your rights as a research participant or if
you wish to report any problems you have experienced related to the study, please contact:  
Supervisor: Dr. Mario Smith
Dept of Psychology, UWC
021-9592283/ 0823309284
mrsmith@uwc.ac.za
Head of Department: Dr. M. Andipatin
Dept of Psychology, UWC
021-9592283
mandipatin@uwc.ac.za 
Dean of the Faculty of Community and Health Sciences:  Prof. J. Frantz
University of the Western Cape
Private Bag X17
Bellville 7535        
021-959 2631/ 
jfrantz@uwc.ac.za 
This research has been approved by the University of the Western Cape’s Senate Research
Committee and Ethics Committee.
 
 
 
 
HEALTH PROFESSIONALS’ PERCEPTIONS OF SEX OFFENDER TREATMENT 87
Appendix C
UNIVERSITY OF THE WESTERN CAPE
Department of Psychology
Private Bag X 17, Bellville 7535, South Africa
Tel: +27 21-959 2283, Fax: 27 21-959 3515
E-mail: mrsmith@uwc.ac.za
LETTER OF CONSENT
I, the undersigned, fully understand the research aims, my rights and my role as participant in the
study, as well as issues related to confidentiality, as outlined in the information leaflet.
I hereby express my willingness to participate in this study. I am aware of my right to 
withdraw at any time. 
I also grant permission to the researcher to disseminate the information 
obtained in the following formats:
 Unpublished thesis
 Conference presentation 
 Published manuscript or article
I take cognisance that all documents and recordings will be destroyed at the end of the research
process. 
-------------------------------------------------                           ----------------------------------
Participant’s  signature                                                          Date
Researcher’s Contact Details
Jenna-Lee Procter, University of the Western Cape, Department of Psychology.
Email address: info@rapeoutcry.co.za
I thank you for your cooperation and you are welcome to contact me for any queries at the address
given above.
 
 
 
 
